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Regarding adolescence developmental psychopathology and the psychological correlates 
associated with the onset of severe and enduring mental health in adolescence, this thesis 
proposes that early attachment related experiences underlie the successful ability to regulate 
emotions, negotiate interpersonal interactions, assess and utilise social support and develop 
the necessary mentalizing skills for organizing and understanding both the self and others. 
Insecure attachment and poor reflective function appear to be linked to clinical samples yet 
the underlying mechanisms for how these constructs affect adolescent psychopathology and 
subsequent psychological adaptation have still to be examined. 
 
Objectives 
A quantitative cross sectional design was utilised to investigate the following research 
questions; 1) Is attachment and reflective function directly and indirectly associated with 
psychological adaptation to mental health difficulties in adolescence? 2) Do emotion 




75 participants were recruited from three Tier IV Child and Adolescent Mental Health 
Services in Edinburgh. They were asked to complete questionnaires measuring the variables 
of mood, interpersonal difficulties, emotion regulation and social support. The Adult 
Attachment Interview was administered and coded to ascertain the individual‟s attachment 
classification and was scored to measure their levels of reflective function when considering 




The emergent clinical picture of this sample was one of adolescents with interpersonal 
difficulties, moderate distress and poor psychological adaptation. The dominant attachment 
classification was insecure/ dismissing. The observed level of reflective function indicated 
that participants could refer to mental states but that these references were not made explicit 




SEM analysis demonstrated that reflective function significantly and directly predicted 
psychological adaptation but not low mood. In contrast attachment demonstrated a 
significant indirect path to adaptation, being fully mediated by internally dysfunctional 
emotion regulation strategies. These maladaptive emotion regulation strategies directly 
predicted low mood and indirectly predicted psychological adaptation. In terms of the social 
support construct, the discrepancy between the support desired and the support received 
directly predicted adaption and partially mediated the relationship between reflective 
function and  and psychological adaptation.  
 
Discussion 
The theoretical implications of the results centred on the importance of investigating the 
underlying mechanisms of attachment and mentalization in the psychological adaptation of 
adolescents with severe and enduring mental health difficulties.  Emotion regulation, 
interpersonal difficulties and social support were found to play a significant role in low 
mood and adaptation thus enhancing the current understanding of psychological distress and 
chronic difficulties for this population. Further clinical implications were discussed 
concerning the recommendation of promoting and utilizing a mentalization based approach 
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An introduction to attachment theory, 







The complex nature of developmental psychopathology demands a fuller assessment of how 
different concepts and theories combine to explain individual differences in adaptation and 
outcome in the context of mental health difficulties. The aim of this section, therefore, is to 
introduce the reader to the constructs considered integral to adolescent psychopathology.  
 
From the position of general systems theory, whereby a system is characterised by the 
interactions of its components in a number of non linear relationships (von Bertalanffy, 
1968), the individual represents a unique system that, in this thesis, is hypothesised to be 
founded on early attachment related experiences. Adolescence is the period seemingly 
dominated by an individual‟s attempt to separate and individuate away from their parents. 
This period of great transition is where the individual develops a more definitive sense of 
self and other (Bowlby, 1973) through the development of formal operational thinking that 
provides new opportunities to reflect on experiences (Main et al., 1985). Adolescents utilize 
logic and reasoning at this stage and subsequently use this template to assess their 
relationships with all that surround them including peers as well as immediate attachment 
figures. Throughout adolescent development an individual strives to establish self, other and 
sexual identities which can involve many forms of experimentation in interactions with 
family, peers and teachers. However, in normal development autonomy develops not at the 
expense of the relationship with the parent but within the context of secure attachment 
relationships that will remain beyond this developmental period (Allen, Hauser, Bell & 
O‟Connor, 1994; Allen & Land, 1999) and still provide a secure base for teenage exploration 
(Bowlby, 1969/1982).  
  
As the sense of self and other develops in adolescence, so does the individual‟s internal 
working model where childhood structures are reorganised and updated as part of this 
maturational process (Kobak & Cole, 1994) and more complex representations of 
relationships develop (Crittenden, 1997). In the development of significant peer and 
romantic relationships the adolescent carries the distinction of their relationship with 
attachment figures yet can recognize these relationships may no longer meet all their needs 





Cooper, Shaver and Collins (1998) suggest that, in addition to these transitions, this 
developmental period also sees adolescents engage in exploratory behaviour that whilst 
developmentally appropriate is often considered risky (e.g. sexual relationships, substance 
use). These behaviours that are occasional or transitory are considered „normal‟ for this 
developmental period and are often resolved by early adulthood (Steinberg & Morris, 2001). 
However, little remains known about the mechanisms differentiating those with temporary or 
transient difficulties and those with more prolonged or psychopathological difficulties. There 
needs to be, therefore, consideration or both normal adolescent development and abnormal 
development. As  Steinberg and Morris (2001) have pointed out,  
„...much of what we learn about atypical development in adolescence informs our 
understanding of normal adolescent development‟ (p.86) 
 
Within the framework of attachment theory (Bowlby 1969/1982, 1973, 1980) and 
mentalization (Fonagy, Geregley, Jurist & Target, 2004) the emergence of psychopathology 
is considered to occur within this developmental system where there are failures or 
difficulties in negotiating formative tasks within adolescence (Cicchetti & Cohen, 1995). 
Moreover, it is proposed here that there is no singular cause for outcome within this system 
but instead, a number of mechanisms mediate and moderate the relationship between 
attachment and mentalization in respect to adaptation and are proposed to be emotion 
regulation and social support (Sroufe, Coffino & Carlson, 2010). These underlying 
mechanisms will aid our understanding of the equifinality or multifinality of pathways that 
lead to psychopathology in adolescence by examining how developmental changes are 
incorporated into existing attachment models where early experiences are proposed to 
influence subsequent experiences (Sroufe, Egeland, Carlson & Collins, 2005). As Sroufe, 
Carlson, Levy and Egeland 1999 suggest,  
“Early experience often plays a crucial role in the development dynamic that yields 
pathology, but this role is dependent on a surrounding context of sustaining environmental 
supports”. (p.2) 
 
Considering the experiences of young people along a continuum allows us to contemplate 
that they can move between pathological and non pathological forms of functioning (Glick & 
Zigler 1986). Protective factors are known to moderate risk (Rutter, 1990) and because 
increasing numbers of risk factors correlate to poorer outcome (Rutter, 2000; Sameroff, 
2000) the constructs described above will be examined for their protective qualities which 
may facilitate better adaptation and move the individual from pathological to non 




Due to the complex nature of attachment theory Part I of this section will delineate the 
development and construct of attachment theory that originated in Bowlby‟s seminal trilogy, 
„Attachment (1969/1982)‟, „Separation: Anxiety and Anger (1973)‟ and „Loss: Sadness and 
Depression (1980)‟. It will also demonstrate how attachment theory has been operationalised 
into a measurable construct through the concept of internal working models. Following this 
will be an examination of the measures used to assess attachment with empirical evidence 
provided of studies utilising particular methodologies. The next part of the chapter discusses 
the relevance of attachment theory to the development of psychopathology and will 
concentrate on the empirical evidence from general clinical populations and then secondly, 
and most importantly, on the period of adolescence. In addition, the constructs of emotion 
regulation and social support will be introduced within the context of attachment theory and 
their potential roles as underlying mechanism that mediate the relationship between 
attachment, psychopathology and adaptation. 
 
The construct of mentalization has developmental roots within attachment relationships 
(Fonagy, Geregley, Jurist & Target, 2004) and is integral to the explanation of the 
association between attachment and psychopathology. Therefore, Part II of this section will 
describe the theoretical foundations and implication of mentalizing in the adaptation to 
psychopathology. This will be followed by outlining the measures used to assess the 
construct and a discussion of the empirical evidence of mentalization and adaptation and 
outcome in psychopathology.  
 
The distinct lack of literature focussing on emotion regulation in adolescence led to a 
decision to incorporate a critical review of the current evidence base.  Part III will, therefore, 
consider the empirical literature on emotion regulation in clinical adolescent samples.  
Finally, the intrinsic importance of interpersonal relationships to attachment, mentalization 
and emotion regulation highlights the necessity to investigate the theoretical and empirical 
concept of social support. How this enhances the understanding between attachment, 
mentalization and adaptation will be discussed in part IV in terms of the role of interpersonal 
interactions as a potential mediator or moderator underpinning this relationship. 
 
These four parts will be brought together at the end of the section with Part V outlining the 
main conclusions from this literature which will be followed by the research questions this 
thesis will endeavour to answer.   
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Part 1 Attachment 
1.1 Bowlby and the development of attachment theory 
Bowlby (1969/1982, 1973, 1980) developed attachment theory to investigate the process of 
both normal and atypical development. He proposed a biologically based behavioural 
„controls system‟ whereby at times of threat and distress, a series of behaviours by the infant 
(including crying, clinging etc.) serve to maintain proximity and accessibility to their 
primary attachment figure (the set goal) resulting in protection within the environment (the 
function of the system). If the caregiver is available and responsive this system becomes 
organised over time and it is this organisation that is considered attachment. Within this 
„goal corrected‟ system innate attachment behaviours activate when the threshold for 
distance and accessibility has been reached and the infant experiences distress, and only stop 
when the goal is met (e.g. proximity to the caregiver).  This is a finely balanced system 
which is reliant on infant-caregiver interaction where the caregiver responds both accurately 
and sensitively to the distress signals from their infant. In doing so they become a secure 
base from which the infant learns to explore and attempts to master their environment yet 
can still seek comfort at times of threat (Kobak & Sceery, 1988). Consequently, the goal of 
the attachment system is to regulate negative affect and maintain equilibrium. Where this 
occurs consistently within the individual it is termed „secure attachment‟.   
 
This is a fluid process between the dyad but, as Bretherton (1992) highlights, having a 
flexible system of adaptation can also lead to less than optimal development. This is where 
an infant does not experience their caregiver as a secure base at times of distress, where their 
attempts, or behaviours, to achieve their goal of proximity have been met with rejection or 
inconsistency. Where rejection has occurred, the behaviours that serve attachment are 
terminated prematurely in an independent attempt by the infant to deactivate their attachment 
system and avoid feelings of distress as they learn their needs will not be met. Where 
responses are predominantly inconsistent, the infant does not terminate their attachment 
behaviours. In these two scenarios of either rejection/ inconsistency the behaviour utilized by 
the infant is considered organised because they represent a coherent strategy to achieve 
equilibrium and regulate distress. However, these behaviours are also termed as „insecure 
attachment‟ because exploration and proximity seeking are adversely affected. In the case of 
the rejected infant proximity seeking is avoided and exploration is limited and with the case 
of the infant receiving inconsistent responses exploration is hampered because of an over 
exaggeration of proximity seeking. These concepts are usefully explored through 
Attachment 
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experimental settings to provide tangible evidence to support the theoretical construct. These 
attachment types will be discussed in further detail below.  
 
Mary Ainsworth (1968) provided the empirical evidence for Bowlby‟s attachment theory 
through extensive naturalistic studies and narrative reports of infant-caregiver attachments in 
Uganda first, then Baltimore. Ainsworth and colleagues found that sensitivity of the mother 
in play, feeding, physical contact and distress episodes predicted the quality of the mother 
infant relationship in the fourth quarter of the infant‟s first year. From her work the Strange 
Situation Procedure (SSP; Ainsworth, Blehar, Water & Wall, 1978) was developed  to assess 
how infants reacted in terms of attachment and exploratory behaviours during times of high 
and low stress where reunion behaviours with the primary caregiver became an area of 
particular focus. Operationalising infant attachment through the SSP Ainsworth and 
colleagues (1978) developed the following protocol in an attempt to deliberately activate the 
attachment system of the infant and to assess how they respond to their own distress.  
Initially a caregiver and infant are in a room with toys where they are joined by a stranger. 
Whilst the stranger engages with the infant, the caregiver leaves the room to return a short 
time later. The stranger then leaves followed by the caregiver. The stranger then re-enters the 
room and attempts to engage the infant. They are then subsequently joined by the caregiver. 
Ainsworth and colleagues (1978) developed a classification system to demarcate the very 
different interactions they observed and proposed that, even by infancy, an individual has 
already organised their attachment behaviours into either „secure‟ or „insecure‟ attachment 
behaviours. 
 
Infants termed „secure‟ used their primary caregiver (usually their mother) as a base from 
which to explore the environment and utilised verbal, visual and physical contact to maintain 
proximity. They engaged in play and were wary of the stranger when attempting to interact 
with them. These infants would be distressed at the departure of the mother and would 
generally resist the attempts of the stranger to settle them. When the mother returned, these 
infants would actively seek them out and were easily comforted before returning to play. The 
authors postulated that these infants have experienced the caregiver as available and able to 
meet their needs consistently and appropriately. Thus they formulate their caregiver as a 
secure base from which they can explore and return to thus achieving the goal of „proximity‟ 
and mastery of the environment. Studies have shown these infants demonstrate more positive 
affect, persistence in problem solving when toddlers (Matas, Arend & Sroufe, 1978) and 
flexible responses in pre school years (Sroufe, 1983). 
Attachment 
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Ainsworth and colleagues termed all other infants as „insecure‟ and broke this down into two 
categories; Anxious/ avoidant and anxious/ ambivalent.  „Anxious/ avoidant‟ infants 
displayed less exploration than the secure infants and also referred less to their mother 
during play. They did not become distressed at her departure and would actively avoid or 
ignore her on return. There was no differentiation in the treatment of the stranger or 
caregiver during interactions and the infants would display far less emotional reactions. It is 
suggested that these infants have experienced their caregivers as unavailable, where their 
attempts to communicate their needs have been consistently met with rejection and the infant 
learns they cannot influence their caregiver. Indeed, evidence from the Baltimore study 
found the mothers of avoidant infants were insensitive to their signals in the first three 
months of life and who also stated their dislike of physical contact both verbally and 
behaviourally (Blehler, Lieberman & Ainsworth, 1977; Tracy & Ainsworth, 1981).  These 
avoidant infants learn that only they can influence their levels of distress so consistently 
deactivate their attachment system to avoid these experiences. They therefore demonstrate 
poor exploration and „over regulate‟ their emotions resulting in less emotional expression. 
Subsequently the infant behavioural patterns in the Strange Situation become independent of 
the caregiver. Thus these infants have a high threshold for the activation of the attachment 
system.  
 
Conversely, the other group of infants deemed to be insecure were termed „anxious/ 
ambivalent‟ who demonstrated anxiety that limited their exploration and play even when the 
mother was present. They were extremely distressed on the mother‟s departure and not easily 
soothed on her return demonstrating ambivalent reunion behaviours when their mother 
initiated interaction (e.g. seeking attention yet actively resisting). Evidence from the 
Baltimore study showed these infants had experienced inconsistent responses from their 
caregiver where interactions were responsive and sensitive at times but insensitive at others 
where the infant‟s needs were ignored (Ainsworth et al, 1978).  This leaves the infant unable 
to regulate their emotions on their own and demonstrate higher levels of distress than other 
infants in an effort to make sure their needs are met by their caregiver. However, when their 
needs are met, it does not provide the same secure base as experienced by those infants 
deemed „secure‟ because the infant is not confident of a consistent response from their 
caregiver. Consequently this affects their exploration and self confidence in new 
environments (Ainsworth et al., 1978). These ambivalent infants consistently demonstrate a 




Ainsworth‟s colleague Mary Main developed a fourth category to the Strange Situation 
labelled as „Disorganised/ disorientated attachment‟ (Main & Soloman, 1990). These infants 
displayed particularly unusual reunion behaviours when their mothers returned to the room 
such as freezing, collapsing prone to the floor or approaching their mother backwards. Main 
and colleagues (1990) suggest these infants have found their caregivers as primarily 
frightening or frightened 
1
 which results in these disorientated behaviours reflecting a 
temporary breakdown in the infants usual „organised‟ strategy of secure or insecure 
attachment behaviours. This unusual behaviour may only last for a few moments in the SSP 
and then the infant usually reverts back to their „organised‟ attachment strategy. Thus 
children primarily categorised as disorganised will also have a secondary „best fit‟ category 
of secure or insecure (Hesse & Main, 2000).  
 
Whilst appearing to be detrimental to the development of successful caregiver interactions, 
the strategies adopted by infants in both insecure and disorganised categories can be 
regarded as adaptive. Instead of trying to achieve comfort through their caregiver they are 
actively attempting to defend themselves from the perceived failure of the caregiver (Dozier, 
1990) or, in the case of disorganised infants, from the frightened or frightening caregiver. 
Effectively these infants are engaging in these behaviours for the same reason as the secure 
infants, in that they are trying to reduce their levels of distress. Yet as Cicchetti, Cummings, 
Greenberg and Marvin (1990) comment, these strategies should not be considered competent 
in that they increase the vulnerability to psychopathology. This vulnerability develops from 
an infant forming and utilising internal representations of themselves and others that lead to 
maladaptive coping at times of distress, representations which they take forward into future 
development.  
1.2 Internal Representations 
To explain how childhood attachment experiences with primary caregivers effect an 
individual‟s experiences throughout their life span Bowlby (1977) proposed that the internal 
representations formed from childhood attachment experiences are central in the 
construction of what he termed „internal working models‟ and are central to the regulation of 
the attachment system (Zimmermann, 1999). Bowlby (1968, 1980) proposed that these 
internal representations of self and other continue to influence both existing and new 
                                                     
1
 This is often due to the parent themselves having experienced loss or trauma and not being able to 
contain their own distress during interactions with their infants. It is often referred to as a second 
generational effect (Hesse & Main, 2000). 
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relationships across the lifespan affecting cognition, emotion and behaviour in attachment 
relevant contexts (Ainsworth, 1978; Bowlby, 1973, 1988; Bretherton, 1985).  
 
Internal working models initially develop from behavioural interactions with the caregiver 
until the individual moves from procedural organisation, where proximity and access to the 
caregiver is necessary for distress tolerance, to evaluative organisation where reliance is on 
more explicit evaluations regarding the availability of the caregiver.  The individual develops 
an internal representation or model of themselves and others based on their experience of the 
availability, consistency and met expectation of their caregiver that form a cognitive and 
emotional framework for each individual to process new information and regulate both their 
behaviour and emotions in response to the arousal of distress (Zimmermann, 1999). 
Essentially, these models can be considered to provide a set of rules or templates that guide 
an individual through future interactions and relationships with others and the environment. 
However, Bowlby (1988) proposed that these internal working models occur largely outside 
conscious processing so the importance of understanding early attachment experiences are 
crucial considering that individuals interpret events, evaluate outcomes and generate 
alternative interpretations throughout their life span subject to the biases of their working 
model (Collins & Read, 1990; Lapsley, Varshnet & Aalsma, 2000). Furthermore, whilst 
information is assimilated to existing internal models and become increasing complex 
(Bretherton, 1985) they remain fundamentally true to the original model, resistant to change 
particularly at times of distress, and shape future interpersonal interactions (Bowlby, 1980; 
Main, Kaplan & Cassidy, 1985).  
 
Bowlby (1977) developed and conceptualised the idea of internal working models but to 
have utility, a more pragmatic model was required to translate these inner representations 
into an interpersonal context. In a reductionist model, Bartholomew and Horowitz (1991) 
attempted to do this and conceptualised them as dichotomous models of self and others and 
described prototypic forms (see figure 1.1). To explain the authors model let us consider the 
attachment experiences of the individual. A secure attachment that has developed by 
childhood is reflected in an internal working model where both the self and others are 
valued, that availability from others is expected and reassurance provided and that there is 
self confidence in the ability to self regulate distress. Bartholomew and Horowitz (1991) 
described this in their model as an individual having a positive model of themselves and 
others where they are „comfortable with intimacy and autonomy‟. The insecure category of 
dismissing is represented in an internal model where there is confidence in self soothing but 
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a belief that others cannot or will not help. This is the internalisation of the individual 
perceiving their needs and attachment behaviours to have been rejected by their primary 
caregiver. In their model, Bartholomew and Horowitz (1991) described this as having a 
positive view of self but a negative view of others where an individual is „dismissing of 
intimacy and counter dependent‟. Conversely, the internal working model of an individual 
with a preoccupied attachment style is one of low self confidence but high belief in others to 
manage their distress, an internalisation of perceived inconsistent caregiving experiences 
where they learnt they could not regulate their distress and had to rely on others. This has 
been termed as having a negative view of self and a positive view of others where the 
individual is „preoccupied with relationships‟ (Bartholomew & Horowitx, 1991).  The final 
category of „unresolved/ disorganised‟ has an internal working model where the individual 
has low confidence in the ability of both themselves and other to soothe their distress, 
developed from experiences of loss or abuse with their attachment figures leaving them with 
a fragmented attachment strategy. This can occur where the attachment figure is both a 
source of comfort and fear for an individual causing a „disorganising‟ effect on attachment 
behaviours whereby the individual simultaneously wants to be near to, and flee from their 
attachment figure. Bartholomew and Horowitz (1991) described this as a „fearful‟ internal 
working model where the individual holds a negative view of both themselves and others 
where they are „fearful of intimacy and socially avoidant‟.   
 











Figure 1.1 Model of attachment (Bartholomew and Horowitz, 1991) 
 























1.3 Measures of attachment 
Due to the influential nature of attachment theory, the measurement tools developed to 
operationalise it have been vast in number and utilise both observer rated and self reported 
assessment of attachment. Ravitz, Maunder, Hunter, Sthankiya and Lancee, (2010) 
conducted a comprehensive 25 year review and proposed that all attachment measures 
attempt to capture emotion regulation, behavioural strategies and the interpersonal awareness 
of individuals in relation to current relationships. However questions remain of whether 
attachment is best measured in categorical domains or dimensions which will be discussed in 
detail later (Crowell, Fraley & Shaver, 1999; Fraley & Waller, 1998; Ravitz et al., 2010). It 
has also been proposed that through the use of theoretically diverse measures, attachment 
research is dividing into two separate areas; one of social psychology where adults are 
required to assess their current adult relationships in context of attachment related thought, 
feelings and behaviours. The other is rooted in developmental psychology using observer 
rated assessments that require an individual to consider their childhood relationships with 
primary caregivers where conscious and subconscious processes are targeted by the 
questions and analysis is reflected in the classification of their current state of mind with 
respect to attachment (Fortuna & Roisman, 2008).  Already these approaches demonstrate 
potential discrepancies between measures.  The former use self report measures of current 
self awareness, and therefore less likely to pick up defensive distortion of reply (Ravitz et al, 
2010), and in the latter case it is the quality of the narrative that is assessed rather than the 
actual report of experiences. It would be erroneous to compare the results of self report 
measures that target conscious processing to those that aim to measure subconscious 
processing through interview and observer led assessments (Scott Brown and Wright, 2003). 
Indeed, Roisman et al. (2007) found the two approaches to only share a very small empirical 
overlap and effect size (r=0.09, meta analytic N=961) in a recent meta analysis.  
 
In terms of observer rated interviews the Adult Attachment Interview (AAI: George, Kaplan 
& Main, 1985) has excellent psychometric properties and is considered the „gold standard‟ in 
current day attachment research (Ravitz et al. 2010). For self report attachment measures the 
field is more open but divide into those looking at romantic relationship, close relationships 
(friends, family and romantic relationships) and early experiences with parents. This section 
will discuss the AAI and self report measures focusing on close relationships or early 




1.3.1 The Adult Attachment Interview 
The Adult Attachment Interview (AAI), conceptualised and developed in the early 1980s by 
George, Kaplan and Main (1985), was designed to classify an adult‟s attachment through the 
exploration of their representations of childhood attachment experiences. It was the first tool 
to provide constructs of adult attachment classifications by capturing an individual‟s 
generalised representation of attachment. It examines the working models held by adults in 
relation to their attachment experiences in childhood by utilising a semi-structured interview 
that is rated on the narrative collaboration and coherence of the speaker (Hesse, 1999) and 
how successfully they have integrated their understanding of the parent child relationship 
(Kobak & Sceery, 1988). This is not an easy task to undertake and aims to „surprise the 
unconscious‟ (George, Kaplan & Main, 1996). As Kobak and Sceery (1988) state, 
 
“The link between working models of attachment and affect regulation is particularly 
evident when the Adult Attachment Interview is viewed as a task that requires representing 
and reflecting upon distressing events that would typically activate the attachment system” 
(p.142). 
 
The coding system developed by Main, Goldwyn and Hesse (2002 version 7.1) provides the 
following classifications; secure/ autonomous (F), insecure/ dismissing (Ds), insecure/ 
preoccupied (E), unresolved (U) and Cannot Classify (CC). These groups parallel the infant 
attachment classifications from the strange situation
2
 (Ainsworth et al. 1978; see table 1.1) 
where the internal working models of the infant are reflected in the internal working model 
of adults. The AAI classifications are both predictive of the attachment of the adult‟s infant 
(in the SSP) and predictive of the parent‟s quality of interaction with their child thus 
maintaining attachment patterns across the generations (Rosenstein & Horowitz, 1996). 
These states of mind represent the internal working models of the individual that provides a 
guide for subsequent interactions from adolescence and throughout adulthood.  
 
The AAI is based on the co-operative principles of Gricean maxims that were developed 
from the pragmatics of language and how to make oneself understood. There are four 
principle maxims that the AAI bases its coding framework on: 
1) „Quality‟ – be truthful and have evidence for what you say. 
2) „Quantity‟ – provide as much information as is necessary in conversations, do not provide 
too much or too little. 
                                                     
2 With the exception of „Cannot Classify‟ (see Hesse 1996) because there is no such category in the 
SSP so comparisons cannot be made.   
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3) „Relevance‟ – be relevant in what you are saying. 
4) „Manner‟ – be clear in what you have to say, avoid ambiguity, prolixity and have order.  
 
A speaker coded as secure is able to provide coherent, collaborative narrative regarding their 
childhood experiences, have integrated these experiences and are valuing of the role of 
attachment in adaptation and functioning.  These individuals may have experienced positive, 
negative or a mixture of life events throughout their childhood and life and are the group 
least likely to resemble each other (Main, Goldwyn & Hesse, 2002). A speaker coded as 
insecure/ dismissing is unable to provide a coherent description of their childhood. They 
describe difficulty in recalling childhood events, dismiss or devalue attachment relationships, 
idealise their primary caregivers and minimise the impact of negative event in their lives. 
Their narratives tend to be brief and unelaborated with the perception of the coder being that 
they have yet to fully integrate their attachment experiences. These speakers commonly 
violate the maxim of quantity, by being too succinct, and quality, by not providing evidence 
for what they say. Individuals who are coded as insecure/ preoccupied are also unable to 
provide coherent narrative but in differing ways. These speakers appear to be still caught up 
in attachment relationships either through a long, passive and enmeshed narrative or through 
an angrily preoccupied narrative with demonstrations of current and ongoing anger. These 
speakers commonly violate the maxim of quantity, through lengthy conversational turns, and 
relevance, often digressing into an angry discourse or repeatedly bringing the present into 
discussions of the past. Assessing these three categories is known as „3 way analysis‟ where 
placement is made into F, Ds or E categories. 
 
The fourth category of unresolved is specifically coded in relation to the loss of, and/ or 
abuse from primary attachment figures. These speakers demonstrate lapses in the monitoring 
of their discourse or speak in odd, bizarre ways when discussing losses or abuse (e.g. 
discussing deceased people as though still alive). Similarly to the disorganised category for 
infants in the SSP, the unresolved category is also followed by placement in the predominant 
„organised‟ strategy of secure or insecure because an unresolved state of mind with regard to 
attachment is usually limited to the narrative regarding loss and/ or abuse (George et al., 
1996). When incorporating the U classification in coding, analysis becomes known as „4 
way‟ coding where the dominant disorganised strategy is recorded; U followed by the 





Table 1.1 Classifications and Corresponding Patterns of Infant Strange Situation Behavior 
Adult state of mind with respect to attachment Infant strange situation behavior 
Secure/ Autonomous (F) Secure (B) 
Coherent, collaborate discourse. Valuing of attachment, but seems objective regarding 
any particular event/ relationship. Description and evaluation of attachment related 
experiences is consistent, whether experiences are favourable or unfavourable. 
Discourse does not notably violate any of Grice‟s maxims. 
Explores room and toys with interest in preseparation episodes. Shows signs of 
missing parent during separation, often crying by the second separation. Obvious 
preference for parent over stranger. Greets parent actively, usually initiating 
physical contact. Usually some contact maintaining by second reunion, but then 
settles to return to play. 
Dismissing (Ds) Avoidant (A) 
Not coherent. Dismissing of attachment related experiences and relationships. 
Normalizing (“excellent, very normal mother”), with generalized representations of 
attachment history unsupported or actively contradicted by episodes recounted, thus 
violating Grice‟s maxim of quality. Transcripts also tend to be excessively brief, violating 
the maxim of quantity. 
Fails to cry on separation from parent. Actively avoids and ignores parent on 
reunion (i.e. by moving away, turning away, o r leaning out of arms when picked 
up). Little or no proximity or contact-seeking, no distress and no anger. Responses 
to parent appear unemotional. Focuses in toys or environment throughout the 
procedure. 
Preoccupied (E) Resistant or Ambivalent (C) 
Not coherent. Preoccupied with or by past relationships/ experiences, speaker often 
angry, passive or fearful. Sentences often long, grammatically entangled, or filled with 
vague usages (“dadadada”, “and that”), thus violating Grice‟s maxims of manner and 
relevance. Transcripts often excessively long, violating the maxim of quantity. 
May be wary or distressed even prior to separation, with little exploration. 
Preoccupied with parent throughout procedure; may seem angry or passive. Fails 
to settle and take comfort in parent on reunion, and usually continues to focus on 
parent and cry. Fails to return to exploration on reunion. 
Unresolved/ Disorganised (U) Disorganised/ Disorientated (D) 
During discussions of loss or abuse, individual shows striking lapse in the monitoring of 
reasoning or discourse. For example, individual may briefly indicate a belief that a dead 
person is still alive in the physical sense, or that this person was killed by a childhood 
thought. Individual may lapse into prolonged silence or eulogistic speech. The speaker 
will ordinarily otherwise fit Ds, E or F categories.  
The infant displays disorganised and/or disorientated behaviours in the parent‟s 
presence, suggesting a temporary collapse of behavioural strategy. For example, 
the infant may freeze with a trance like expression, hands in the air; may rise at 
parent‟s entrance, then fall prone and huddled on the floor; or may cling while 
crying hard and leaning away with gaze averted. Infant will ordinarily otherwise fit 
A, B or C categories. 




A fifth category on the AAI labelled as „Cannot Classify‟ (CC) has been proposed and 
represents a breakdown in the global attachment strategy (Hesse, 1996). This is where an 
individual demonstrates two highly contrasting attachment styles within the same interview 
(Ds and E for example) or where their narrative does not indicate an organised stance 
throughout the entire interview. Whilst relatively uncommon in low risk samples, CC is 
prominent in psychiatric disorder, criminal and domestic violence and individuals who have 
experienced sexual abuse (Hesse, 1996). For example, Allen, Hauser and Borman-Spurrell 
(1996) found 25.8% of previously hospitalised young adults were categorised as CC 
compared to 6.6% of sociodemographically similar high school students without psychiatric 
history. Also, 27% of criminal offenders in a Dutch sample were found to have CC 
attachment (Van IJzendoorn et al., 1997). Where CC is incorporated in analysis coding 
becomes known as „5 way‟ where the dominant strategies of CC, U, F, D or E could be the 
primary category placement.  
 
1.3.1.1 Stability, validity and distribution of the AAI 
The AAI has uniquely high stability plus discriminant and predictive validity in both clinical 
and non clinical populations. Test-retest reliability for 3 way classification in normal 
populations ranges from 78% reliability across two months (Bakermans-Kranenburg & van 
IJzendoorn, 1993) to 90% across three months (Sagi et al., 1997) plus two studies over 
longer time periods found 86% reliability across 18 months (Crowell et al., 1996) and 70% 
reliability across four years (Ammaniti, Speranza & Candelori, 1996). 
 
Bakermans-Kranenburg and van IJzendoorn (1993) found AAI categories to be independent 
of non attachment related memory which is particularly relevant to the dismissing category 
where lack of memory is considered to be employed as a deliberate attempt to block the 
narrative. Additionally, the AAI has been found to be unrelated to intelligence, including 
verbal fluency, (Crowell, Fraley & Shaver, 1999) allaying concerns about the overall 
coherence of narrative being given too much consideration in overall classification. 
 
For the reader to understand what the distribution of attachment states of mind means when 
considering specific groups, a guide to the normal distribution of categories is needed. In a 
meta analysis of the first 10500 AAIs used in research, Bakermans-Kranenburg and van 
IJzendoorn (2009a) identified the distribution of AAI classification based on a non clinical 
north American mother sample (N=748) as 58% F, 23% Ds, 19% E when analysing 3 way 
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organisation and 56% F, 16% D, 9% E and 18% U/CC
3
 when analysing 4 way classification.  
Interestingly, Bakermans-Kranenburg and van IJzendoorn (2009b) found no systematic or 
method independent gender differences in attachment patterns from childhood through to 
adult representations.  
 
1.3.1.2 Predictive validity: Attachment across the lifespan 
With Bowlby arguing that attachment can be transmitted to the next generation (1973, 1988) 
and the development of the SSP and AAI, empirical research began to demonstrate the 
predictive nature of attachment. Indeed, attachment classification has been found to 
successfully predict infant classification on the SSP from their parents AAI with results 
ranging from 71% to 77% accuracy for secure versus insecure ratings (Fonagy, Steele & 
Steele, 1991; Radojevic, 1994; Steele, Steele & Fonagy, 1996) with similar replications 
across a number of cultures (Hesse, 1999).  
 
In a significant piece of work, van IJzendoorn (1995) conducted a meta analysis of the 14 
studies available that measured attachment with the AAI and found a 75% correspondence 
rate for mother-infant same attachment across secure and insecure categorisation. This work 
accounted for studies in six countries and found an effect size of d=1.06 with the author 
calculating 1087 studies with null results would be needed to reduce the results to 
insignificance. The authors also conducted comparisons for three way analysis (secure, 
dismissing and preoccupied) and found a 70% correspondence rate (effect size for 
dismissing d=1.02 and preoccupied d=0.93). This rate was comparable to that found by 
Benoit and Parker (1994) who investigated attachment transmission across three generations. 
They found, in 3 way analysis, a 75% correspondence between grandmothers and their adult 
daughters and an 81% correspondence between the adult daughters and their infants and a 
correspondence of 77% in 4 way analysis. Similarly Grossman, Fremmer-Bombik, Rudolph 
and Grossman (1988) found a 77% correspondence rate. 
 
Van IJzendoorn (1995) also reported on nine studies that had 4 way analysis and found a 
63% correspondence between mother and infant attachment supporting earlier work by 
Ainsworth and Eichberg (1991) who found an 80% correspondence rate within four way 
analysis. These high concordance rates when including unresolved classification are, as 
                                                     
3
 In studies where U and CC classifications are too small for comparative purposes it has become 
common practice to collapse the two strategies and consider them together as both represent a 
breakdown in global strategy whether for a limited period or across the whole transcript (Shmueli-
Goetz, Target, Fonagy & Datta, 2008 
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pointed out by Hesse (1999), surprising considering unresolved status in the AAI only 
requires a few brief although highly disorganised or disorientated sentences and the 
disorganised infant classification on the SSP only a few seconds of behaviour deemed to be 
disorganised. Further highlighting the predictive nature of parental attachment are results 
from Rosenstein and Horowitz (1996) who found an 81% concordance rate (secure vs 
insecure) between mothers and their adolescent children thus suggesting that transmission of 
attachment from parents continues throughout developmental life stages.  
 
1.3.1.3 The AAI and clinical populations 
The AAI was not designed for clinical populations yet has shown huge power in 
differentiating clinical and non clinical groups. In a meta analysis to describe attachment  
distribution in 33 studies, including over 2000 AAIs across cultures and considering mother, 
father, adolescent and clinical samples van IJzendoorn and Bakermans-Kranenberg (1996) 
found an overrepresentation of the insecure categories both in 3 way (
2 
(df=2) = 223.24, 
p<0.001) and 4 way analysis (
2 
,(df =3) =114.83, p<0.001) specifically within the clinical 
samples. These samples contained a range of psychopathology from borderline personality 
disorder and other Axis II disorders (DSM III; Diagnostic and Statistical Manual of Mental 
Disorders (3rd ed.); American Psychiatric Association, 1980) to depression, conduct 
disorder and those who had been psychiatrically hospitalized. The authors did note, however, 
there was no relation between insecure attachment style and clinical diagnosis. These results 
were replicated in a later and more extensive meta analysis (Bakermans-Kranenburg & van 
IJzendoorn, 2009a) involving over 10500 AAIs. Here, 73% of the clinical populations 
assessed (76 samples, N=1956) had insecure attachment classifications in 3 way analysis 
(37% Ds and E), with strong over representation of U/CC classification when analysis was 
extended to 4 way comparison (43% U/CC; (
2
 (df =3) =1113.47, p<0.01). Moreover, 
attachment classification also strongly differentiated a clinical sample of 82 non psychotic 
hospitalised patients and 85 carefully matched control group in a study conducted by Fonagy 
et al. (1996) in both 3 way (
2
,(df,=3)=36.9, p<0.001) and 4 way (
2
,(df,=2) =83.1, p<0.001) 
analysis.  
 
There are, however, pragmatic and ethical considerations to be made when utilising the AAI 
within clinical population. Using this tool within disordered populations magnifies the 
potential challenge for the interviewee, interviewer and rater (Turton, McGauley, Marvin-
Avelan & Hughers, 2001). Individuals with psychopathology are more likely to have 
experienced extreme adversity and possible deprivation which could make following and 
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coding the narrative very difficult (Turton et al., 2001). This was an obvious consideration 
when Hesse (1996) developed the 5
th
 classification on the AAI of CC where competing 
strategies exist and are reflected in a global breakdown in a coherent attachment strategy. 
 
Finally, even thought  the AAI has been successfully utilised in populations with extreme 
mental health difficulties (Dozier, 1990; Fonagy et al, 1996), Main et al. (2002) advise 
against using the AAI in thought disordered populations as it would be impossible to 
distinguish if disorganised narrative was the result of pathology or lapses in the monitoring 
of discourse. This leaves this particular population under researched in terms of 
understanding their mental health difficulties within the context of their early childhood 
experiences. Arguably, however, the methodological concerns of implementing the AAI 
should not outweigh the importance in developing our understanding of how attachment 
experiences have affected those with thought disorders. Rather than making no effort, 
sensitive attempts should at least be made to administer the AAI where analysis conducted is 
mindful of the advice offered by Main et al., (1993). 
 
1.3.1.4 The AAI: continuous vs categorical analysis 
Whilst the predominant use of the AAI is categorical analysis, the overall coding 
classification is made from a large number of continuous subscales that reflect a dimensional 
representation of attachments, for example „coherence of transcript‟ and „coherence of mind‟ 
that are hugely influential in final classification of adult attachment (Main, Goldwyn & 
Hesse, 2002). However, as Bakermans-Kranenburg and van IJzendoorn (2009a) point out, 
there is a notable lack of clinical studies using these scales. Shmueli-Goetz, Target, Fonagy 
and Datta, (2008) postulate that changes in these subscales, if AAIs were to be repeated, may 
reflect more subtle changes that have not yet affected the overall level of representation. 
Consequently, the authors suggest that the configuration of these subscales may reflect 
clinical disorders better than the overall classification system but this has not yet been tested 
due to a the lack of well validated empirical measures. Only one study, a taxometric 
investigation has examined the latent structure of individual differences as assessed by the 
AAI (Roisman, Fraley & Belsky, 2007). The authors argued that categorical analysis can 
lower predictive validity, reduce the statistical power by measuring continuous scales and 
then modelling them categorically and imposing a structure where there is none has 
theoretical implications. Roisman and colleagues (2007) conducted analysis on 504 AAIs 
and found that the subscales that differentiated the secure and dismissing categories were 
more applicable to an underlying dimension of secure/ anxious rather than categories. This 
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was not the case for the preoccupied and unresolved classification, however, highlighting the 
need for further work to establish validity and reliability across these subscales (Roisman et 
al, 2007).  
 
1.3.1.5 The AAI and use with adolescent populations 
Allen (2008) reviewed the use of the AAI within adolescent populations noting that it was 
originally designed to measure adult attachment. Concerns regarding the developmental 
appropriateness of the measure for this group were highlighted by van IJzendoorn and 
Bakerman-Kranenburg (1996) who hypothesized that adolescents from non clinical 
populations would be less autonomous and therefore less likely to be placed in the secure 
category as they have yet to consider their childhood experiences, and certainly not as much 
as would be expected in adulthood. The authors argued that this would be reflected in higher 
placement in the dismissing category where lack of recall and poverty in narrative is 
expected. However, in their meta-analysis (1996) the authors found no significant difference 
between distribution of AAI classification of adolescents compared to adult distributions. 
Thus suggesting the AAI measures the same constructs of attachment with adolescent 
populations as compared to adult samples.  
 
In a follow up meta analysis after their 1996 study, Bakermans-Kranenburg and van 
IJzendoorn (2009a) completed a further meta-analysis of the 10,500 attachment interviews 
that had been reported to September 2008. The authors wanted to establish normative data 
and trends for AAI classification across community and clinical samples. In terms of 
adolescent samples Bakermans-Kranenburg and van IJzendoorn (2009a) investigated 12 non 
clinical populations (N=617) (e.g. Beijersbergen, Bakermans-Kranenberg, van IJzendoorn & 
Juffer, 2008; Dykas, Woodhouse, Cassidy & Waters, 2006; Furmen & Simon, 2004; Larose, 
Bernier & Tarabulsy, 2005;  Scharf, 2001; Scharf, Mayseless & Kivenson-Baron, 2004) and 
compared standard residuals where a deviation of ±3.26 (converging with p<0.001) was 
considered significant and robustly different from the norm. They found a significant 
difference between the norm with adolescents demonstrating significantly more dismissing 
attachment styles (standard residual = 6.48) where 3 way analysis showed 35% were 
dismissing, 52% secure and 13% E. In addition an under representation was found in both 
the preoccupied attachment styles (standard residual = -3.72) and the unresolved 
classifications (standard residual = -3.78). These results were similar to those found by 
Ammanati, van IJzendoorn, Speranza and Tambelli (2000) who found an over representation 
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of Ds and an under representation of U in a sample of 10 to 16 year olds using the Italian 
Attachment of Childhood and Adolescence interview.  
 
Adolescent narratives may be restricted but these results should be considered carefully 
when the largest study sample included, and therefore carrying more weight in the meta 
analysis, was the one by Beijersbergen and colleagues (2008) where all participants were age 
14 which is not a true reflection of the adolescent developmental period. Importantly, it 
should be noted that that the dominant category in this analysis of non clinical adolescents is 
still secure attachment. This reflects the wealth of empirical evidence indicating the AAI is a 
valid measure of adolescents‟ attachment representations and that adolescents can flexibly 
utilize models of self and other during the interview (Allen, 2008; Main, 1991). Indeed, the 
AAIs of adolescent mothers have been successful in predicting infant attachment (Ward & 
Carlson 1995). 
 
The under representation of the unresolved category could be due to the age of this group 
making them less likely to have experienced significant loss compared to their adult 
counterparts (Bakermans-Kranenburg & van IJzendoorn, 2009a) and therefore less 
vulnerable to a disorganisation of their narrative. However, as Main et al., (2003) point out 
multiple losses are no more likely to cause disorganisation than a single loss so a single loss 
in adolescence could theoretically represent similar U placement to an adult with multiple 
losses.  Perhaps it is the case that adolescents experience lower levels of loss than adults but 
the number of losses or significance of the relationship is rarely reported in empirical work 
making it difficult to come to a definitive conclusion.  
 
1.3.1.6 Considerations for the AAI 
To collect and accurately code data using the AAI, researchers need to undertake a rigorous, 
time consuming and expensive training schedule. Attending an AAI institute for two weeks 
is the initial stage of training followed by an 18 month reliability process where inter rate 
reliability has to reach 80% across all practice transcripts. An interview can last between 45 
to 90 minutes and has to be transcribed verbatim potentially taking 10 hours to complete. 
Coding can take up to six hours depending on the nature of the transcript. This complex and 
extremely lengthy process is often a pragmatic reason inhibiting the utilisation of this 





1.3.2 Self report measures of attachment 
Self report measures are often utilised as a pragmatic alternative to observer rated measures 
and look at a range of attachment constructs. They were initially developed to predict adult 
attachment from romantic relationships (Hazan & Shaver, 1987) but evolved to examine 
parental, close and romantic relationships with varying amounts of internal and external 
validity. 
 
1.3.2.1 Close relationships 
The Adult Attachment Scale (AAS: Collins & Read, 1990), the Relationship Questionnaire 
(RQ: Bartholomew and Horowitz, 1991), the Relationship Style Questionnaire (RSQ: Griffin 
& Bartholomew, 1994), Experiences in Close Relationship (ECR: Brennan, Clark, Shaver, 
1998) and the Attachment Style Questionnaire (ASQ: Feeney, Noller & Hanrahan, 1994) all 
assess an individual‟s current self view of relationships. Two of these questionnaires, the RQ 
and the RSQ provide similar constructs as the AAI with both defining categories of „secure‟, 
„dismissing‟, „preoccupied‟ and „fearful‟. The RQ has been used to find significant 
association between adult attachment and depression and anxiety but the internal consistency 
of the measure is inconsistent and ranges from quite low on the secure category (0.32) to 
high on the fearful category (0.79). Also the predictive reliability of this tool has been 
questioned with one study finding as individuals became older, they became less insecure 
(e.g. dismissing or preoccupied) and more secure (Zhang & Labouvie-Vief, 2004). This is 
contrary to the relatively stable construct of attachment and internal representation proposed 
by Bowlby (1972/ 1980) and the finding from longitudinal AAI studies. The RSQ followed a 
similar path to the RQ where the secure category had an internal reliability of 0.32 and 
preoccupied was 0.46 although dismissing and fearful had higher cronbach alpha scores 
(0.64 and 0.79 respectively). It should be noted, however, that the RSQ was predominantly 
designed to measure attachment dimensions rather than categories, and in this respect, 
cronbach alphas were much higher; for the dimension of avoidance was 0.86 and for anxiety 
it was 0.84. Interestingly, in comparison to the AAI, the RSQ predicted psychopathology 
where both high and low stressful conditions were measured, whereas the AAI only 
predicted pathology under conditions of high stress (Fortuna & Roisman 2008). 
 
The remaining self report measures appear to deviate away from traditional categorisation 
and focus of avoidance (view of others) and anxiety (view of self) dimensions (AAS, ASQ 
and ECR). Whilst these measures demonstrate relatively high levels of internal consistency 
(ranging from α=0.86 – 0.9 for avoidance and 0.59 – 0.9 for anxiety), arguably they are no 
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longer measuring the comparable construct to attachment as proposed by Bowlby. Perhaps 
self report measures should be considered as important in measuring the dimensions of 
attachment thus adding to the current knowledge and understanding of attachment, rather 
than being a pragmatic, and possibly inferior, alternative to the AAI.  
 
1.3.2.2 Early experiences with parents 
The Parental Bonding Instrument (PBI: Parker, Tupling & Brown, 1979) also focuses on 
current awareness but specifically in relation to recollections of parental behaviours and 
attitudes towards them in childhood. Whilst this appears to measure similar attachment 
representations as the AAI it deviates on two key points. Firstly, it only yields two factors, 
care and overprotection, which are theoretically very different to the categories on the AAI. 
Secondly, the PBI accepts the current representation of the individual completing the 
measure. In comparison, the AAI assesses the coherence of discourse around representation 
rather than the representation per se. Discrepancies in information reported have come to 
light in a study by Manassis, Owens, Adam, Wesy & Sheldon-Kellor (1999) who compared 
the attachment experiences reported on the AAI and PBI. They found significant differences 
in the reports of the PBI for those with insecure/ preoccupied attachment styles and advised 
caution of the use of the PBI in clinical samples.  
 
1.3.2.3 Difficulties with self report measures 
The lack of internal consistency and deviation from categorical representation in self report 
measures is of methodological concern when purporting to measure the construct of 
attachment. Perhaps these difficulties can be accounted for by the reporting bias associated 
with self report measures. These measures are dependent on accurate reporting of current 
awareness and conscious processing (Ravitz et al, 2010), but individuals with dismissing 
attachment styles where avoidance is a key characterisation are likely to utilise deactivating 
strategies to minimise distress and so over regulate their emotions. This group is therefore 
less likely to acknowledge difficulties and therefore more likely to report themselves as 
having a secure attachment style or are classified as secure from their answers (Scott Brown 
& Wright, 2001). In addition, defensive reporting of lower levels of anxiety than the level 
actually being experienced or a lack of insight into difficulties can also lend themselves to 






1.3.2.4 Self report measures of attachment for adolescent populations 
The lack of described self report attachment measures specifically developed for adolescents 
is notable. The majority of measures were primarily developed for adults (Lerner & 
Steinberg, 2009) which is problematic when applied to adolescent populations. For example, 
Griffin and Bartholomew (1994a) noted low internal consistency on the RSQ when used in 
adolescent samples perhaps because the measure asks about close relationships which an 
adolescent may not yet have experienced
4
. 
Adolescent specific questionnaires have been developed but do not attempt to measure 
similar categories to the AAI and unfortunately have also not generated as much empirical 
evidence as the AAI (Crowell, Fraley & Shaver, 1999). One such measure is the Adolescent 
Attachment Questionnaire (AAQ: West, Rose, Spreng, Sheldon-Keller & Adam, 1998). It is 
a self report questionnaire validated across normative and clinical adolescent populations 
with the latter group also completing the AAI for comparative purposes. Cronbach alpha‟s 
for the three subscales of angry distress, availability and goal corrected partnership 
demonstrated good internal consistency (0.62 to 0.80) and the authors found significant 
associations across their clinical sample between the AAI and the AAQ classifications. 
Secure attachment was associated with higher reported availability of caregivers (t(66)=2.21, 
p=0.031), dismissing style was associated with less partnership with attachment figures 
(t(66)=-2.65, p=0.010) and preoccupied attachment styles were associated with more angry 
distress aimed at attachment figures (t(66)=-2.61, p=0.011). However, the AAQ measures 
attachment constructs in vastly different ways to the AAI. A series of approximately 45 
statements are scored on a 5 point likert scale (devised from the Reciprocal Attachment 
Questionnaire for adults, see West & Sheldon-Keller, 1992) that relate to the three subscales 
above. The authors note their questionnaire draws on conscious rather than subconscious 
attachment process thus leaving answers open to reporting biases discussed in the previous 
section. They also comment that whilst the found convergence between their constructs of 
availability, goal corrected partnership and angry distress and those on the AAI, the results 
cannot be considered an index of secure or insecure attachment relationships.  Returning to a 
point made by Scott Brown and Wright (2003), comparing self report to observer rated 
attachment interviews evidently remains hazardous where careful comparison of the 
constructs being measured must be made.  
                                                     
4
 Griffin and Bartholomew (1994a) also noted that low consistency was evident in adult samples 
suggesting an inherent difficulty with the measure rather than the population. In such cases, multiple 
measures would provide confidence to any results found. 
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The Inventory of Parent and Peer Attachment (IPPA: Armsden & Greenberg, 1987) is 
another self report measure but has been more widely used and aims to assess the internal 
working model of the adolescent concerning their peer and parent attachment relationships. 
The authors make no attempt to replicate the classifications of Ainsworth et al, (1978) or 
Main and Goldwyn (1995) and instead focused on the adolescent‟s cognitive and affective 
experience of these relationships. It assesses the adolescent‟s ratings of accessibility and 
responsiveness of parents and peers and any anger or hopelessness experienced as a result of 
inconsistent or unresponsive reactions. Three scales are scored; degree of mutual trust, 
quality of communication and degree of anger and alienation and are commonly collated to 
provide secure versus insecure dimensions (cronbach alpha scores are high at approximately 
0.9). It has been used with both clinical and non clinical adolescent populations but, not 
often in comparison to the use of the AAI and other adult self report measures with 
adolescence.  
1.3.3 Considerations when selecting attachment measures 
When taking into consideration what attachment measure to use, Hesse (1996) has argued 
the dangers of fitting individuals into categories of attachment compared to looking along a 
continuum where greater individual variability may be found. For example, he proposes 
more intense scores could possibly differentiate within group differences that might 
otherwise be lost in group classification (Shmuei-Goetz et al, 2008). Bartholomew and 
Horowitz (1991) argued the case for and produced a measure to assess a continuum of 
attachment (Inventory of Interpersonal Difficulties: IIP64/32: Horowitz, Rosenberg, Baer, 
Ureno, & Villasenor 1988). They found individuals to show elements of at least two and in 
some cases all four attachment styles (not including the CC category) even though 
individuals were placed into the primary category of attachment for comparative purposes in 
their study. However, Bartholomew and Horowitz (1991) also conducted a correlational 
analysis to look at their results comparing continuous ratings of attachment using models of 
self and other (see section 2.2.1) with group classification and found no difference thus 
reconciling both categorical and dimensional models (Ravitz et al. 2010).  
 
Discrepancies in attachment literature may well exist due to the large number of measures 
available that differ both in their methodologies and, most significantly, vary in the type of 
constructs of attachment they measure (Bartholomew & Shaver, 1998; Fortuna & Roisman, 
2008; Ravitz et al. 2010). Careful consideration must therefore be taken when choosing 
attachment measures in terms of the type of relationship being investigated, the construct of 
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attachment that needs to be measured and the time considerations for scoring or coding the 
assessment tool (Ravitz et al, 2010). Measuring attachment in adolescence appears to be 
synonymous with measuring adult attachment where measures have been validated across 
both groups.  Ideally the AAI would be the first choice for time and budget unlimited clinical 
research but pragmatic considerations often result in the utilisation of self report measures.  
1.4 Attachment and the mechanism of vulnerability to psychopathology  
Whilst causality has not been established, attachment as a vulnerability to or a risk factor 
towards developing a mental health difficulty must be deliberated (Cummings & Cicchetti, 
1990; Cicchetti et al., 1990). It has been hypothesised that the minimising or over 
exaggeration of distress that exists within insecure attachment styles interferes with the 
flexible psychological adaptation to stressful or distressing life events usually seen in those 
with secure attachment. Therefore, we need to consider how the potential interpersonal and 
affect regulation difficulties of insecure attachment styles can impact on and activate the 
attachment system and what psychological mechanisms underlie the possible relationship 
between attachment and psychopathology. 
1.4.1 Attachment and emotion regulation  
The work of Bowlby (1969/1982, 1973, 1980) and his seminal attachment theory was, in 
fact, developed from observations of individual‟s attempts to regulate their emotions within 
the context of infant caregiver relationships thus making emotions integral to attachment 
theory. It is now one of the most influential frameworks from which to conceptualise 
emotion regulation (Shaver & Mikulincer, 2007). Individuals are born without the ability to 
recognise or regulate their emotions and it is within early infant caregiver interactions that 
these regulatory capacities are scaffolded, learned and where emotional representations of 
physiological states develop. In an ideal situation, when an infant becomes aroused the 
caregiver can sensitively respond to their emotions and reflect back to that infant an accurate 
representation of the emotion. In this way the infant can organize this experience into their 
self representation (e.g. they can label and understand their emotional experiences). These 
early emotion regulation experiences with the caregiver combine to form the representational 
systems of self (i.e. the internal working models) and, in turn, are associated with specific 
attachment styles that are postulated to regulate negative arousal when an individual 





1.4.1.1 Secure attachment and emotion regulation 
Individuals with a secure attachment style have a positive view of both themselves and 
others in being able to regulate their emotions, this having developed from sensitive 
interactions with the caregiver where their arousal was contained and their emotions labelled. 
Fonagy et al. (2004) propose that this sustains organisation of the self in relatively stressful 
situations. The individual‟s past history has enabled them to learn that they are able to 
modulate their own distress and that seeking support from others enhances their ability to 
problem solve the situation and reduce any undesirable emotions. They are more likely to 
have a wider range of coping strategies for negative affect and have the ability to change this 
strategy dependent on the situation (Zimmermann, 1999). Interestingly, as Shaver and 
Mikulincer, (2007) highlight, because secure individuals have learned emotions are 
manageable, they do not need to alter or suppress emotional states. This allows them to 
bypass more dysfunctional aspects of emotion regulation so the secure individual can remain 
open to all emotional states and integrate them into thoughts, feelings and behaviours 
(Lazurus, 1991). Indeed, Zimmermann (1999) found in a sample of 43 adolescents from a 
longitudinal birth cohort study, that secure attachment was significantly correlated to 
adaptive emotion regulation (r=0.50, p≤0.001) which was measured as flexibility in 
attribution, flexibility of behaviour and access to personal feelings. When the authors coded 
the AAI, they found that adaptive emotion regulation was significantly related to six specific 
areas; support by parents, proximity seeking, coherency, childhood memory, valuing of 
attachment and integration of attachment experiences. This reflects just some of the range of 
emotion regulation capacities that can be developed within the context of early attachment 
experiences.  
 
1.4.1.2 Insecure attachment and emotion regulation 
Insecure attachment styles are over represented in clinical samples (Bakermans-Kranenburg 
& van IJzendoorn, 2009a) so it is of particular importance to understand the development of 
emotion regulation strategies within these styles in an effort to explain this over 
representation. In addition, comparing the development and utilisation of emotion regulation 
strategies of secure and insecure attachment individuals may help us understand why some 
individuals go on to develop psychopathology within adolescence.  
 
If mirroring by the caregiver in early interactions is not sensitive, either being incongruent 
such as laughing when the infant is crying, or being too similar and representing 
contamination to the infant (e.g. „I cry, they cry‟), regulatory development is compromised. 
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Consequently, the infant may inaccurately label their emotional states, not understand their 
true emotions or be unable to label emotions at all.  
An internal working model of a positive view of self but negative of others in terms of 
regulating distress is associated with anxious/ avoidant infants and those with dismissing 
attachment styles. It is postulated that these individuals have experienced their caregiver as 
unable to contain or respond sensitively to their distress through rejection, incongruent 
mirroring or causing over arousal by intrusive parenting.  To counteract their frustration with 
the caregiver the infant will have developed a strategy of over regulating emotions to 
deactivate their attachment system and therefore suppress or avoid these undesirable 
emotions. By doing so, they learn to minimise the impact of distress and subsequently 
demonstrate premature independence and self regulation in infancy. This avoids having to 
rely on the availability of the caregiver for regulation. In fact, this stressing of independence 
can be seen in adulthood where individuals with a dismissing attachment style often dismiss 
the intimacy needs of others or show derogation towards those who value support (Bowlby, 
1988).  
In an effort to deactivate their attachment system, individuals with a dismissing attachment 
style are more likely to utilise emotion regulation at the earliest stage by strategically 
removing themselves from the situation that is eliciting the unwanted emotion. If this is not 
possible they adopt a strategy of „defensive exclusion‟ (Bowlby, 1980) where when their 
attachment system is activated, they attempt to block or suppress any distressing emotions 
that may enter their thoughts, feelings or behaviours (Shaver & Mikulincer, 2007). By 
attempting to block out the majority of emotional states, Shaver and Mikulincer (2007) argue 
that individuals with a dismissing attachment style therefore do not to see or experience the 
functional and adaptive aspects of emotion regulation. 
These strategic behaviours are also likely to be more rigid (Zimmermann, 1999) and 
represent an unhelpful cycle whereby, through usually avoiding distress, insecure/ 
dismissing individuals become more sensitive to distress and start blocking emotions earlier 
and earlier. As a consequence, these individuals are less likely to be able to understand their 
own feelings and emotions or the emotions displayed by others and subsequently will find 
social interactions more challenging than those with a secure attachment. Reflecting these 
difficulties in emotional understanding, Zimmermann (1999) found a negative correlation 
between flexible behaviour, attribution and access to personal feelings and dismissing 
attachment styles. Furthermore, a negative association was found between this attachment 
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style and adaptive emotion regulation (r=-0.53, p≤0.001). The lack of access to emotional 
states is reflected in the AAIs of individuals with a dismissing attachment style where there 
is a paucity of references and understanding with regard to the emotional states of 
themselves and others.  
An anxious/ resistant infant or preoccupied adult counterpart has an internal working model 
where they have a negative belief about themselves being able to regulate their emotions but 
have confidence in others. This has developed from receiving inconsistent responses from 
their caregivers when displaying emotional affect. In response, the infant hyper-activates 
their attachment system in efforts to gain a consistent response from their caregiver and 
results in an under regulation of emotion. This situation is sustained by the individual being 
hyper-vigilant to threat stimuli or the internal physiological sensations of negative emotions 
thus responding to them at a much lower threshold. Therefore, in the opposite manner to 
those with a dismissing attachment style, these individuals are more likely to attend to the 
emotions they are feeling and actually exaggerate their expression of them in efforts to gain a 
consistent response from important individuals in their social networks. As their experience 
from caregivers has been one of inconsistency, Cassidy and Berlin (1994) suggest that by 
emphasising their helplessness, these individuals can elicit the care and attention of others. 
Here, emotion regulation efforts are centred on the amplification of emotional states to 
ensure the attention of others and have also been associated with inflexibility in behaviour 
(Zimmerman, 1999). As a consequence of this, these individuals are more likely to appraise 
their emotions too quickly making erroneous conclusions.  
Both types of insecure attachment styles represent maladaptive emotion regulation strategies, 
with both, arguably, leading to emotion dysregulation. Indeed, insecure attachment has been 
associated with more rigid and negative appraisals, inappropriate levels of emotional arousal 
and the likelihood to misinterpret social situations and the emotions in others (Zimmermann, 
1999).  Whilst the preoccupied individual predominantly focuses on the intensifying the 
emotions and emotional expression, the dismissing individual tries to avoid getting to this 
stage at all by avoidance, suppression or minimisation of perceived threat or negative 
emotions. Similarly, however, they are both less likely to generate functional emotion 
regulation strategies. For example, Benoit, Bouthillier, Moss, Rousseau and Brunet (2010) 
found that Post Traumatic Symptom Disorder (PTSD) symptomatology was worse in those 
with insecure attachment and that emotion regulation, specifically a lack of emotion focused 
coping which was correlated to worse PTSD symptomatology, mediated this relationship. 
Shaver and Mikulincer (2007) have also found a lack emotion focused coping to be 
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associated with insecure attachment. Poor emotion regulation strategies have been associated 
with conduct problems in children and adolescents, particularly with regards to „reactive‟ 
aggression that is hypothesised to be a defensive response to perceived threat (Mullin & 
Hinshaw, 2007). Highly negative reactions were associated with poor emotion regulation 
whereby individuals misinterpreted social emotional cues and misunderstood social 
information thus making interpersonal interactions more challenging.  
 
1.4.1.3 Disorganised/ unresolved attachment and emotion regulation 
Where a caregiver has been profoundly frightening, frightened or abusive, accurate and 
sensitive mirroring is unlikely to have occurred within the attachment dyad and it is likely 
that the caregiver will often be neither responsive nor available offering non-congruent and 
or non-contingent responses to the emotional displays of the infant. This has a disorganizing 
effect on the infant because they cannot regulate their negative affect within the attachment 
relationship yet at the same time want to simultaneously approach and flee from their 
attachment figure (Cassidy, 1994; Main & Hesse, 1990). This results in a breakdown in 
emotion regulation strategies and where an infant is classified as disorganised. Here, because 
the caregiver will not have modified their behaviour to attend to the infants need, the infant 
does not learn that they can be self regulating agents and lack emotion regulation strategies 
(DeOliveira, Bailey, Moran & Pederson, 2004) which can continue on into adulthood. This 
leaves an individual with an internal working model where they have a negative belief about 
their own ability of both themselves and others being able to help them organise, label and 
interpret their emotions.   
Empirical work has demonstrated associations have been made between disorganised/ 
unresolved attachment and poor social and emotional developmental outcomes (Carlson, 
1998; Lyons-Ruth & Jacobvitz, 1999), psychopathology (Bakermans-Kranenburg & van 
IJzendoorn, 2009a; Fonagy et al., 1996; Hammens et al., 1995) and disturbed interpersonal 
relationships in childhood and adolescence (Lyons-Ruth & Jacobvitz, 1999). Physiological 
findings where disorganised infants (in the SSP) show extended arousal after exposure to 
stress also suggest they cannot regulate their emotions at times of acute stress and in the 
period immediately after (Spangler & Grossman, 1999). In a sample of women with 
childhood histories of abuse and current psychiatric disorder, insecure attachment has been 
associated with lower emotion regulation capabilities (Cloitre, Stovall-McClough, Zorbas & 
Charuvastra, 2008). Highlighting the importance of emotion regulation in functional 
outcome, these authors found that it mediated the relationship between attachment and 
functional impairment (ß=0.09, z=1.76, p<0.05). Alink, Cicchetti, Kim and Rogosch (2009) 
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found insecure relatedness (a measure of perceived emotional quality of relationships where 
individuals report low quality, low amounts of proximity seeking and confused behavioural 
patterns) and maltreatment were mediated by emotion regulation. The authors demonstrated 
that maltreatment in children was associated with lower levels of emotion regulation that in 
turn predicted higher levels of externalizing problems (e.g. getting into many fights, cruelty 
or bullying (ß=-0.31, SE=0.06, p<0.05)) and internalizing problems (e.g. feeling worthless, 
overly anxious to please (ß=-0.21, SE=0.04, p<0.05)). 
The pervasive nature of emotion dysregulation is highlighted by Cloitre et al. (2008) who 
highlight it continuing on in adults who have experienced abuse as children. This, in fact, is 
an area that needs more discussion. The ongoing effects of attachment relationships where 
caregiving has been profoundly abusive, frightening or absent will undoubtedly affect an 
individual‟s internal working model of self and other and thus have an effect on their ability 
to regulate their emotions.  
 
1.4.1.4 Conclusions regarding attachment and emotion regulation 
These studies highlight the developmental risk of psychopathology for those individuals who 
have developed emotion dysregulation in context of insecure attachment experiences and/or 
abusive relationships. Each attachment style (e.g. secure, dismissing, preoccupied and 
unresolved) has their own unique cognitive, behavioural and emotional mechanisms that 
guide an individual‟s emotion regulation strategies and can be both adaptive and maladaptive 
to the individuals own needs. These strategies can change, block or repress the generation or 
expression of emotions and shape the appraisals and subsequent feelings and behaviours of 
that individual. Attachment styles can also alter the intensity of emotions where they can be 
amplified, maintained or diminished dependent on the internal working model that the 
individual carries with them though life. It is proposed, therefore, in this thesis that emotion 
regulation mediates the relationship between attachment and psychopathology and it is this 
mechanism that explains the variance in the outcome of individuals with mental ill health 
rather than attachment per se.  
 
A critical review was carried out to explore the current evidence base regarding emotion 
regulation and psychopathology within clinical adolescent samples in an effort to understand 
what connections have already been made in the absence of a developmental framework. 
This is reported in part III and presents some of the theoretical, methodological and 
pragmatic challenges of investigating emotion regulation in adolescent populations with 
mental health difficulties. What was evident, however, was the lack of studies investigating 
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emotion regulation within the context of attachment which is surprising considering the 
evidence presented thus far where emotion regulation is proposed to be integral within 
attachment experiences.   
1.4.2 Attachment and interpersonal relationships  
To recap, Bowlby (1969/1982, 1973, 1980) proposed that experiences with primary 
caregivers form internal representations about the self and others that provide a template for 
and guide all future interpersonal interactions. In childhood there are separate models for 
each caregiver yet by adolescence, these models have consolidated into an overarching 
attachment organisation referred to as an attachment state of mind. Internal working models 
for parents remain in existence but the attachment state of mind produces a generalised 
internal working model that influences an individual‟s perception of both the people they 
meet and their experiences of the world, essentially how they process attachment relevant 
social information (Dykas & Cassidy, 2007). This helps an individual form, a sense of self 
efficacy within their interpersonal relationships (Sarason, Pierce & Sarason, 1990). The 
ability of an individual to regulate their distress through internal working models has led to 
inevitable investigation on how this impacts on their perceived levels of social support. 
Previous findings have observed that working models of self and other mediate interpersonal 
experiences and will subsequently impact on the construct of social support (Hazan & 
Shaver, 1987; Kobak & Sceery, 1988; Main, Kaplan & Cassidy, 1985) in terms of how an 
individual mobilizes and cultivates mutually supportive relationships with others (Collins & 
Feeney, 2000; 2004). As Priel and Shamai (1995) note, the evidence suggests that the 
perception of available social support consistently and significantly contributes to an 
individual‟s ability to self regulate their distress. 
 
A secure attachment style, represented by a positive model of self and other, allows an 
individual to flexibly adapt to their situation both in terms of interpersonal interaction and 
environment. At times of stress and distress they are confident of their ability to cope in the 
situation and are able to express their needs and utilise support around them. As they expect 
others to be available for them (Kobak & Sceery, 1988) they are more likely to engage in 
behaviours facilitating satisfying social interactions thus perpetuating a positive internal 
working model of self and others. This flexibility works as resilience in the face of stressful 
life situations and has been associated with more successful transitions such as moving to 
college (Kobak & Sceery, 1988). These expectations of self and other form in the early years 
of childhood and have consequences for later years. Children classified as secure on SSP 
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have been repeatedly rated as more competent socially, demonstrating more warmth and 
affective sharing with peers, than those with anxious attachment in infancy (Waters, 
Wippman & Sroufe, 1979). A similar rating pattern has also been repeatedly found in 
teachers rating the sociability of their young pupils (Sroufe et al., 2005). It is argued 
therefore, that those with secure attachment are not only able to show more positive 
emotional states but they are also more likely to manage negative emotions within the 
company of others and still maintain a constructive relationship with them (Kobak & Sceery, 
1988). Further to this, secure attachment in the SSP has been shown to predict better social 
functioning in preschool (see review Thompson & Lamb, 1986) and good peer relationships 
in childhood (Grossman & Grossman, 1991; Skolnik, 1986).  
 
A secure attachment style has also been hypothesised to serve as a protective factor when 
considering social support. Sarason, Pierce, Shearin & Poppe (1991) found that positive 
beliefs in self and others were associated with positive perceived and actual levels of social 
support. Furthermore, a positive view of both self and other significantly predicted lower 
levels of psychopathology (β=0.44, p<0.001 and β=0.13, p<0.001 respectively) in young 
adults with and without a history of physical maltreatment (McLewin & Muller, 2006). 
Moreover, Levendosky, Huth-Bocks and Semel (2002) found that a secure attachment style 
significantly mediated the relationship between a history of child abuse and satisfaction with 
peer relationships explaining 14% of the variance.  This may be indicative of the ability of 
these individuals to integrate life experiences, good or bad, and still reach out and utilise 
social support in a helpful way compared to the two insecure groups.   
 
Empirical evidence has further shown that in comparison to insecure adolescents, those who 
are secure are more likely to rate their parents as understanding their emotional needs 
(Cassidy, Ziv, Mehta & Feeny, 2003) and have a positive perception of them (Allen et al. 
2003). They are more likely to have positive expectations of peers and are flexible in their 
expectations of others in hypothetical situations of peer rejection (Zimmerman, 1999). In 
addition, secure internal working models have certainly been associated with help seeking by 
individuals when distressed (McLewin & Muller 2006). It would be expected that 
individuals with a secure attachment are likely to report satisfaction with their social support 
networks. This does not mean, however, that networks are large or there will not be conflict 
in relationships. Rather, individuals with a secure attachment state of mind are more likely to 
acknowledge sources of dissatisfaction because these difficulties are not considered 
insurmountable.    
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1.4.2.1 Insecure attachment and interpersonal relationships 
There is comprehensive evidence demonstrating that different attachment styles are linked to 
systematic differences in the perceptions and use of social support (Collins & Feeny, 2004). 
Both insecure attachment styles have been associated with negative bias in interpreting 
ambiguous social stimuli thus making an individual more vulnerable to negative 
interpersonal interactions (Cassidy, Kirsch, Scolton & Parke, 1996). Moreover, whereas 
individuals with a secure attachment are confident of and satisfied with the availability of 
support, those with an insecure attachment are less satisfied with the support they receive 
and report less availability of support (Anders & Tucker, 2000; Bartholomew, Cobb & 
Poole, 1997; Florian, Mikulincer & Bucholtz, 1995; Kobak & Sceery, 1988; Priel & Shamai, 
1995; Wallace & Vauw, 1993). These attachment styles are therefore more likely to cause 
difficulties in interpersonal relationships (Manassis et al., 1994) where they are easily 
disrupted (Carlson & Sroufe, 1995). Furthermore, in work investigating attachment in 
context of psychological, biological and environmental factors, Cummings and Cicchetti 
(1990) postulated that individuals with an insecure attachment style are more likely to hold 
negative views of themselves as „not lovable‟ due to the inconsistent or rejecting behaviours 
of their primary caregiver. This makes it more likely that they will not experience others as 
particularly loving or caring and impacts on their ability to experience fulfilling interpersonal 
relationships.  
 
Highlighting the impact of early attachment experiences on social functioning from a young 
age, Sroufe, Fox & Pancake (1983) reported results highlighting the predictive validity of 
early attachment classifications on social functioning in preschool children from the 
Minnesota study, a longitudinal study of risk and adaptation following individuals born into 
poverty from birth to adulthood (for a comprehensive review see Sroufe, Egeland, Carlson & 
Collins, 2005). They found those children who were deemed resistant in the Strange 
Situation at age 12 or 18 months demonstrated difficulties in social interactions at school, 
and those found to be avoidant showed hostility or distance towards their peers. Interestingly 
teacher initiated contact was found to be higher towards the resistant group compared to the 
avoidant group where teachers reported the avoidant children as the most independent and 
perhaps erroneously deemed it not necessary to encourage their involvement with the class 
or activity. The lack of social support initiation by those with an avoidant attachment was 
replicated in a study by Grossman and Grossman (1991) who found avoidant children at ages 
5 and 10 years were less likely to seek help in comparison to secure children who were more 
likely to seek help and comfort. 
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These results have also been replicated in adult samples. In fact, Gulliver, Griffiths and 
Christensen (2010) found that self reliance was the most common barrier to help seeking in 
adults and Mikulincer and Florian (1995) found those with an avoidant attachment style seek 
help less than either preoccupied or secure individuals. The maximisation of autonomy that 
occurs within individuals with dismissing attachment states of mind is particularly 
vulnerable to this form of self versus other reliance. It could be expected, therefore, that this 
group would not prioritise help seeking from social support networks or utilise available 
supports as much as those deemed to be secure or preoccupied in attachment states of mind. 
Indeed, this ties in with the under reporting of symptoms that is seen within this particular 
attachment style. Arguably, if they do not understand or avoid their emotional distress, this 
group would of course be less likely to seek help as they may not believe they need it. 
Considering the critical importance of intervening as early as possible in psychiatric 
disorders, Boydell, Gladstone and Volpe (2006) investigated help seeking delays in first 
episode psychosis and found that individuals with an avoidant strategy of ignoring or hiding 
symptoms did indeed delay help seeking attempts.  In addition, Collins and Feeney (2000) 
found that when help seeking was actually made, the attempts by those with insecure/ 
dismissing attachment strategies were ineffective and limited (e.g. complaining about a 
problem without making it clear help is wanted), thus reinforcing the individual‟s negative 
expectations of others.  
 
The reasoning behind this behaviour in someone with an insecure/ dismissing attachment are 
twofold. Firstly, an insecure/ dismissing attachment state of mind reflects a positive bias 
towards the self and a negative bias towards others. Essentially, through consistent perceived 
rejection by caregivers, these individuals have learnt to rely on themselves at times of need 
and distress because others cannot meet their needs. Bowlby (1973) termed this „compulsive 
self reliance‟ that, in turn, is likely to lead to smaller networks where relationships are 
experienced as less rewarding and comforting (Kobak & Sceery, 1988). Secondly, these 
individuals are also more likely to avoid emotionally difficult experiences and over regulate 
their emotions by filtering out distressing information, or information that may activate their 
attachment system, from conscious awareness. The adaptive nature of this mechanism has 
been highlighted in a recent study by Sontag and Graber (2010) who examined the coping 
methods of 295 adolescents (mean age 12.39, sd±0.99) who were experiencing perceived 
peer stress. The authors found that denial and avoidance, essentially disengagement coping 
strategies, mediated the relationship between stress with peers and anxiety and depression 
symptomatology in young adolescents.  
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However, as a consequence of this compulsive self reliance, individuals with an insecure/ 
dismissing style may screen out socially relevant information and thus misinterpret social 
situations where their subsequent emotional or practical responses are viewed by others as 
inappropriate or insensitive. Indeed, dismissing individuals have been found to not report or 
recognise difficulties with social competence even when rated by the peers as more hostile 
(Kobak & Sceery, 1988). Arguably, this is another function of suppression where the 
individual employs defensive avoidance in response to perceived conflict or interpersonal 
difficulties within relationships and are therefore less likely to report problems in such 
relationships (Dozier & Lee, 1995).  
 
In contrast to the insecure/ dismissing attachment style, individuals with an insecure/ 
preoccupied attachment style have a negative belief about their own self efficacy and ability 
to manage emotional states but do have a positive view of others and that they are able to 
help them. In terms of social support this would appear to be a straightforward relationship 
where an individual with a preoccupied style would utilise a social support network and 
manage relationships effectively. However, due to the inconsistent response of their 
caregiver in early attachment experiences, these individuals are likely to under regulate their 
emotions and show hyper expression within interpersonal relationships in an effort to secure 
the desired response, striving for self acceptance that is only gained through acceptance from 
valued others (McLewin & Muller, 2006). This also means that individuals with a 
preoccupied attachment will also be hypersensitive to perceived threat or rejection. These 
two combined factors often lead to lower ratings from this group for perceived social support 
received. The individuals in their social network would be expected to show more 
reciprocity and support than those in the dismissing or secure group‟s networks as the 
preoccupied individual is so reliant on others to deactivate their over aroused attachment 
system and regulate their emotions for them. Indeed, research has found that a negative view 
of self is associated with higher levels of psychopathology (McLewin & Muller, 2006; 
Muller & Lemieux, 2000; Roche, Runtz & Hunter, 1999) and this relationship is 
strengthened by a lack of social support (Muller & Lemieux, 2000) plus preoccupied 
individuals are more likely to rate themselves as less socially competent (Kobak & Sceery, 
1988). As a consequence, satisfaction with the level of support may also differentiate this 
group. Whilst secure and dismissing individuals are likely to report that they receive 
adequate levels of support, those with a preoccupied attachment are likely to report 
discrepancies where they do not perceive as much support as they desire due to their 
heightened threshold of emotional expression. 
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It is important to investigate clinical samples within the context of social support and 
attachment as there is growing evidence that the development of psychopathology can 
disrupt social behaviours and thus make it more difficult for the adolescent to develop and 
maintain satisfying relationships (Sheeber et al, 1997). A lack of support at times of distress 
places an individual at further risk of deterioration (Dozier & Lee 1995) and as Lamb (1982) 
pointed out, the lack of social support networks is a major predictor of hospitalization for 
individuals with major psychopathological disorders.  In light of these findings, further 
examination is needed to investigate how the mechanism of social support, within an 
attachment framework, can affect adaptation and outcome within adolescents experiencing 
mental health difficulties and this is one of the aims of this thesis. 
 
Whilst this particular area of discussion has centred on the interpersonal relationships within 
the context of attachment relationships, there is additional evidence of social support 
mediating distress and adaptation in both adolescence and adulthood that is outside an 
attachment context but still within a developmental one. This demands a separate discussion 
and part IV of this section will delineate the construct of social support further.  
 
Of empirical note, the majority of attachment and social support studies to date have been 
placed in stable, middle class families who are described as well adjusted. Those individuals 
who have not experienced this stability because of negative life events or who are deemed at 
risk because of difficult attachment related experiences or life situations may well provide 
further insight into the development of non-optimal social support networks and the 
development of  psychopathology. This study has, therefore, deliberately focused on such 
individuals, using a group of adolescents with severe and enduring mental health difficulties 
in an attempt to understand the complex relationship between attachment, social support, 
outcome and adaptation.  
 
1.4.2.2 Conclusions regarding attachment and interpersonal relationships 
From this section it can be formulated that those with a secure attachment style are likely to 
successfully navigate social relationships where their expectations of themselves and others 
are positive, realistic and flexible serving as a protective mechanism in response to 
emotional distress. Conversely, individuals with an insecure attachment style are likely to 
experience social relationships in a different way. Those with an insecure/ dismissing 
attachment style are hypothesised to be less likely to seek out support, have smaller social 
networks and be more likely to misinterpret socially relevant information, yet are likely to 
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report these relationships as satisfactory. An insecure/ preoccupied attachment style lends an 
individual to be hypersensitive to threat within relationships, report them as less satisfying 
and rate themselves as less socially competent. These factors associated with insecure 
attachment styles have been associated with increasing an individuals vulnerability to 
developing psychopathology when experiencing distress. 
1.4.3 Attachment influence on expression of and reporting psychiatric symptomatology 
Arguably, an individual reporting on the psychiatric symptoms they are currently 
experiencing, whether through a self report measure or interview, is an event likely to 
activate their attachment system (Scott Brown & Wright, 2003). There is a body of evidence 
that has been discussed supporting a self representation bias of individuals with insecure 
attachment styles. However, an understanding of the overarching consequences is needed in 
terms of what this means for our understanding of the association between attachment and 
reporting psychopathology 
 
As has been discussed, those with an insecure/ dismissing attachment style will over regulate 
their emotions, in terms of those felt and those expressed, in an effort to deactivate their 
attachment system resulting in a likely under reporting of symptomatology. Indeed, the 
reporting of symptoms and interpersonal distress within this group have been found to be 
indistinguishable from those with a secure attachment styles (Dozier & Lee, 1995). 
Conversely, preoccupied individuals utilise hyper activating strategies, where emotions are 
under regulated, resulting in that individual being more likely report, express or even 
exaggerate their distress (Main & Goldwyn, 1996). By attending more intently to internal 
signals, this group often reports higher levels of symptomatology and interpersonal 
difficulties (Dozier, 1990). Reflecting the positions adopted by individuals in response to the 
AAI, Beijersbergen, Bakermans-Kranenberg, van IJzendoorn and Juffer, (2008) recruited 
152 adolescents (mean age 14 years) from an existing longitudinal Dutch study following 
individuals from infancy to adolescent (see Jaffari-Bimmel, Juffer, van IJzendoorn, 
Bakermans-Kranenburg & Mooijaart, 2006). Beijersbergen and colleagues (2008) found 
those with a dismissing attachment style measured lower stress responses than adolescents 
with either secure or preoccupied attachment styles (Mean difference = -22.60, SE = 8.91, df 
=140, p<0.05). In comparison, when being asked to consider times of separation, the 
preoccupied group scored higher than both the dismissing and secure group (t (201) = 2.27, 




Self and other report differences between attachment styles have been found in adult 
psychiatric samples. In their study specifically focusing on self and other report of 
psychiatric symptomatology in a sample of 76 adults with serious psychopathological 
disorders (predominantly undifferentiated schizophrenia and bi polar disorder), Dozier and 
Lee (1995) found those with hyperactivating strategies reported more symptomatology than 
those with deactivating strategies. However, and perhaps surprisingly, clinicians actually 
rated those with deactivating strategies as more symptomatic, in terms of hearing voices, 
suspicion and delusions. Unfortunately the authors did not comment on the concordance 
between clinical rated symptoms and those rated by individuals with hyperactivating 
strategies, as it would be of interest to see if symptom reporting is, as hypothesised earlier, 
an over exaggeration of symptoms and distress or whether it is an accurate reflection.  
 
There is evidence of higher reports of internalizing symptoms in adolescents with insecure 
attachment styles although these findings have rarely been accompanied by an independent 
report on symptoms (Scott Brown & Wright, 2003). However, where comparisons have been 
made, discrepancies arise in the dismissing category where adolescents have been found to 
under report difficulties in sociability compared to reports by friends (Bartholomew & 
Horowitz, 1991) and similarly under report the hostility they have shown towards others in 
comparison to the ratings by their friends (Kobak & Sceery, 1988).  
 
From this work it appears important to consider the role insecure attachment plays in the 
recognition and treatment of psychopathology. Individuals with a dismissing attachment 
style over value their independence and autonomy thus presenting invulnerability to others. 
This is often reinforced when these individuals reject help and disclose less about themselves 
than others (Dozier, 1990) and are therefore harder to engage (Scott Brown & Wright, 2001).  
As Dozier and Lee (1995) point out, this may lead clinicians and those in the individual‟s 
social network to prematurely give up their attempts to help. The authors also postulate that 
clinicians with heavy caseloads may also too readily accept a dismissing individual‟s 
representation of their difficulties. On the other hand, those with a preoccupied attachments 
style may present in crisis mode more often and have their own difficulties with engagement 
with the service. As can be the case in their social relationships, these individuals may not 
feel satisfied with the responses from the health professionals and experience heightened 
levels of distress as a result. For either insecure style, however, as a result of their internal 
working models of self and other, how they regulate and report distress and their 
interpersonal difficulties, there will be suboptimal representation or accuracy of their 
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symptomatology to mental health services that should also be borne in mind for research 
investigations.  
1.4.4 Unresolved attachment as a risk factor in developing psychopathology 
Particular emphasis in research has been on the unresolved classification which appears 
highly predictive of clinical samples. For example, Fonagy et al. (1996) found 76% of their 
inpatient sample to be unresolved in comparison to 7% of controls, Manassis, Bradley, 
Goldberg, Hood and Swinson (1994) found 78% of mothers diagnosed with anxiety 
disorders to be unresolved and Ward et al., (2001) found 50% of their female anorexic 
sample had experienced trauma. Within infancy, a disorganised classification is considered a 
risk factor in the development of psychopathology with externalizing behaviours strongly 
associated with this category and a long term effect of possible dissociative behaviour later 
in life (van IJzendoorn, Schuengel & Bakermans-Kranenburg (1999).  
 
As discussed in the introduction, in cases where loss or trauma occurs after childhood 
experiences, Bowlby (1980) proposed that it is the foundation of early experiences that 
provides the mechanisms for positive adaptation and protect against the development of 
psychopathology. Those who have a secure attachment are likely to have positive 
interpersonal relationships to draw upon for support and self belief in their ability to mange 
the current situation. Those with insecure styles will have less protective mechanisms in 
place and arguably more vulnerable to the „disorganizing‟ impact of loss or trauma. Indeed, 
major losses, those of attachment figures, cause temporary cognitive disorganisation as there 
has, by the nature of the loss, to be a reorganisation of the attachment system (Main & 
Goldwyn, 1996) although active monitoring of discourse around loss facilitates integration 
of this experience.  
 
Unresolved attachment can occur where childhood abuse, at the hands of an attachment 
figure, prohibits the integration of both a sense of self and other. This is where a „fearful‟ 
internal working model is found (e.g. avoidance of others and high anxiety about the self) 
(Bartolomew & Horowitz, 1991) that disrupts an individual‟s ability to regulate their 
emotions (Carlson & Sroufe, 1995). When there are incidents of repetitive trauma, the effect 
on emotional regulation goes a step further, and into what serves as a survival function, 
where reoccurring trauma is associated with high levels of dissociation in adulthood (Liotti, 
1994; Ogawa, Sroufe, Weinfield, Carlson & Egeland, 1997; Sroufe et al., 1999; Sroufe, 
Egeland, Carlson & Collins, 2005). It is caused by an individual‟s need to separate painful 
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and overwhelming experiences that would otherwise inhibit their functioning, and allows for 
escape from the constraints of their lives. This increases their vulnerability to developing 
psychopathology as the bias of their internal working model is likely to interpret ambiguous 
experiences as negative and/ or threatening and thus the individual distances themselves 
further from reality.  
1.4.5 Conclusion regarding underlying mechanisms 
It is proposed that an insecure attachment style maintains a stance of defensive exclusion or 
over inclusion of distress that makes it difficult for the individual to modify their internal 
working models of self and other thus leading to discrepancies and an inability to fully 
integrate these experiences (Crittenden, 1992). As Kobak and Duemmler (1994) point out, an 
individual will selectively attend to information where inaccurate interpretations and 
expectations about self and other are made. Arguably these maladaptive models then become 
more resilient and less adaptive to reality (Dozier, 1990). Bowlby (1969/ 1982, 1973) 
himself argued that pathology would be a the result of current situational challenges and past 
attachment experiences and that after cumulative maladaptation, represented by biases in 
internal working models, changes would be difficult to make and behaviour increasing 
predictable according to internal representations. Sroufe et al. (1999) also suggest that these 
models are more likely to break down under stress due to an inability to cope with 
frustrations and negative affect. Therefore, those with insecure attachment who utilise 
maladaptive emotion regulation strategies and have high levels of interpersonal difficulties 
are more vulnerable to developmental psychopathology than those with a secure attachment.  
 
As a note of caution, however, Scott Brown and Wright (2001) highlight a misconception 
that insecure attachment is considered to equal „pathology‟ in comparison to secure 
attachment viewed as „normal‟. Poor adaptation may have been associated with insecure 
styles but as stated above, causality has yet to be established. Therefore this author argues 
attachment to be a risk or vulnerability factor, rather than the cause, in the development of 
psychopathology.  This next section, therefore, focuses on the empirical evidence 
investigating attachment and psychopathology.   
1.5 Empirical research of attachment and psychopathology 
Considering the vastly different adaptation to interpersonal relationships and distress that 
occurs between the insecure attachment groups, investigators have found that type of 
insecure attachment can differentiate types of psychopathology.  When considering 
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dismissing attachment styles there would be an expected association with psychological 
disorders that had an externalizing focus (Bakermans-Kranenburg & van IJzendoorn, 2009a) 
reflecting the minimising strategy of this group and attempts to deflect the focus on internal 
distress to over regulate these emotions. Psychopathology associated with dismissing styles 
are eating disorders (Cole-Detke & Kobak, 1996; Fonagy et al. 1996; Ward et al., 2001), 
schizophrenia and schizoaffective disorders (Tyrell & Dozier, 1997), first episode psychosis 
(MacBeth, Gumley, Schwannauer & Fisher, 2011) anxiety with externalizing 
symptomatology (Dozier, Stovall & Albus, 1999), co-morbid conduct disorder and 
depression and antisocial personality disorder (Fonagy et al, 1996; Rosenstein & Horowitz, 
1996). However, conduct disorder and antisocial disorders were also significantly associated 
with preoccupied and unresolved attachment classification. The conceptualisation of 
externalising disorders, within a dismissing framework may therefore, need some revision. 
Perhaps some individuals utilise an external focus to draw their attention away from their 
internal distress. The subsequent involvement of attachment figures may therefore be due to 
them displaying difficult behaviours, and so it is a maligned but accepted consequence for 
the individual rather than a desired outcome. On the other hand, it is conceivable that 
individuals with a preoccupied attachment style may not know any other way to gain 
attention for their current levels of distress and engage in antisocial behaviour in efforts to 
gain attention. Perhaps psychopathology is a reflection of the exaggerated and/ or controlling 
standards an individual has applied to their attachment related experiences (Cole-Detke & 
Kobak, 1994). This is certainly an area for further work and again highlights the need to 
investigate the underlying mechanisms that influence the development of psychopathology 
within the context of attachment. 
 
Bowlby (1980) proposed that affective disorders have developmental pathways including 
early loss and a negative model of self which is maintained by an individual‟s insecure 
internal working model viewing themselves as unlovable and others as unloving. This is 
particularly prominent in the aetiology of anxiety disorders (Bosquet & Egeland; 2006; 
Bowlby, 1973; Cassidy, 1995; Thompson, 2001). A negative sense of self  and a need to 
have validation and acceptance from others is found in preoccupied attachment styles. Thus 
one would expect this attachment style to be over represented in this group of difficulties 
where maximising expressions of distress are utilised in attempts to gain acceptance and 
response from others. Indeed, as may be expected preoccupied attachment dominates 
classification for anxiety disorders, mixed affective disorders and substance abuse (Dozier, et 
al. 1999; Fonagy et al, 1996) mixed unipolar affective disorder (Rosenstein & Horowitz, 
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1996), depression (Fonagy et al. 1996), comorbid depression and eating disorders (Cole-
Detke & Kobak, 1996), eating disorders (not specified type) (Fonagy et al. 1996), suicide 
ideation and borderline personality disorder (Bakermans-Kranenburg & van IJzendoorn 
2009a; Fonagy et al, 1996; Patrick, 1994). Of note, however, is that particularly in the cases 
where preoccupied style is dominant, when four way analysis was conducted with mixed 
affective disorders, anxiety disorders, substance abuse and borderline personality disorder 
groups, an average of 90% of these cases were classified as primarily unresolved in relation 
to loss or trauma with a secondary preoccupied placement. This would suggest there are 
shared mechanisms in both preoccupied and unresolved attachment underlying this 
pathology. A lack of emotion regulation capabilities could be this mechanism where a belief 
that they themselves cannot manage their distress is inherent in both these attachment styles 
and hypothetically could lead to more anxious symptomatology.  
 
In attempting to determine if insecure attachment was more common in psychiatric 
compared to non psychiatric populations, Fonagy and colleagues (1996) conducted AAIs, 
utilising a cross sectional design, with 82 consecutively admitted psychiatric in-patients 
(mean age 29 years) and examined the presence of Axis I and Axis II disorders. When 
considering four way analysis the authors  found a significant association between anxiety 
disorders (including generalised anxiety disorder, phobia, obsessive compulsive disorder and 
somatoform or stress disorders) and unresolved classification (
2
,(df=3)=8.4, p<0.05) but 
small numbers across the four classifications prevented further analysis.  The authors 
hypothesize that anxiety perhaps reflects the extent to which past trauma is experienced in 
the present. It could be represented in the unresolved classification where fear of attachment 
figures or fear of loss dominates an individual‟s internal working model. Either way, this 
anxiety could be viewed as the mechanism prohibiting the individual integrating their 
experiences and thus remaining unresolved. It may also represent current anxiety caused 
solely by the traumatic experience, however, thus leaving the direction of causality unclear. 
A similar case could be made for depression as this has also been associated with 
preoccupied or fearful/ unresolved attachment styles (Bakermans-Kranenburg & van 
IJzendoorn, 2009a; Hammen et al, 1995) where levels of depression could represent the 
experience of past trauma in current experiences or could be a consequence of the trauma or 
loss itself.  
 
Interestingly, Bakermans-Kranenburg and van IJzendoorn (2009a) also found a significant 
overrepresentation of unresolved attachment in their samples of individuals suffering from 
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PTSD or who had experienced abuse. Surprisingly, however, this group did not have an 
overrepresentation of insecure attachment style that has commonly been found in clinical 
samples. This raises the question of whether the „disorganising‟ effect of trauma and abuse is 
universal across attachment classifications where the underlying protective mechanisms 
assumed to exist in secure attachment make no difference. This is an important area to 
explore, to see if there are common mechanisms in the unresolved attachment style that have 
a direct link to the development of psychopathology regardless of fundamental „organised‟ 
attachment style.  
 
Secure attachment styles are hugely under represented in clinical populations, approximately 
less than 20% (Bakermans-Kranenburg & van IJzendoorn 2009a), and rarely reported with 
analysis instead focusing on the negative associations with insecure attachment style and 
psychopathology. However, Dozier (1990) found, and did report an association between 
security in attachment in individuals with affective disorders (manic depression and major 
depression) compared to those with thought disorders (schizophrenia and atypical psychosis) 
in a group of 40 young adults. Affective disorders were found to have greater attachment 
security that thought disorders, a result that demonstrates the need for further discussion of 
this study. The Attachment Q set method (Kobak, 1989) of assessing attachment, used by 
Dozier (1990) requires answers to a series of statements derived from the Main et al. (1985) 
criteria for AAI classification. Two dimensions of attachment are then assessed. The first is a 
secure/ anxious dimension where higher scores are associated with secure attachment whilst 
the second dimension assesses the strategies used by individuals to reduce their distress. 
Individuals with affective disorders are hypothesised to under regulate their emotions and 
consequently display distress in efforts to gain consistent reactions. Perhaps the inner 
representations of distress are more accurate and have been integrated in this group who are 
therefore more likely to be coded as secure in comparison to those who over regulate their 
distress. Indeed,  schizophrenia and psychosis have previously been associated with 
dismissing attachment styles where avoidant strategies would be expected to by employed in 
efforts to minimise distress, which are associated with lower levels of security in attachment. 
It should also be noted, however, that although the affective group had higher levels of 
attachment security in this study than the other clinical group they still had significantly 
lower levels than the control group.   
 
As a final comment in this section, very little work has looked at outcome and the effect of 
attachment in relation to overall levels of distress within psychopathology. However, Fonagy 
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et al. (1996) investigated whether attachment classification made a difference to individual 
outcome after psychotherapeutic intervention including individual and group psychotherapy, 
nursing, social and occupational therapy. They found that half their clinical group showed 
improvements in overall functioning after psychotherapy with the dismissing group 
proportionately improving the most (93% compared to 41% of those with preoccupied 
attachment and 33% of those with a secure attachment style). This work is encouraging to 
see but unfortunately the authors do not detail their therapeutic intervention so it remains 
unclear how they improved individual functioning, where the focus of therapy lay or how it 
may have worked in relation to attachment classification. 
1.6. Adolescence - Attachment, psychopathology and non clinical  populations  
Adolescence is the period seemingly dominated by an individual‟s attempt to separate and 
individuate away from their parents. This period of great transition is where the individual 
develops a more definitive sense of self and other (Bowlby, 1973) through the development 
of formal operational thinking that provides new opportunities to reflect on experiences 
(Main et al., 1985). However, little remains known about the mechanisms differentiating 
adolescents with temporary or transient difficulties and those with more prolonged or 
psychopathological difficulties. As adolescents question or challenge their beliefs about their 
identity and feeling towards themselves and others during this period, it is suprising to note 
the dearth of literature examining these issues within an attachment context. How an 
individual makes sense of themselves and their perceptions of others in both typical and 
atypical adolescent development may have the potential to explain some variance in 
individual outcome within an attachment framework.  As there has not been a vast amount of 
empirical work investigating the adolescent period with regards to attachment and even less 
in clinical populations (Scott Brown & Wright, 2001) the following section will first 
consider attachment research with non clinical adolescent populations followed by empirical 
evidence from clinical samples.  
 
Whilst the main focus of this section will be on insecure attachment and psychopathology, 
there should be recognition of the potentially protective nature of a secure attachment during 
adolescence. Kobak, Sudler and Gamble (1991) found a secure attachment was associated 
with lower depressive symptoms rated by individuals both at the time of the AAI and 10 
months prior to completing it. The authors suggest a secure attachment allows for the 
flexibility to consider the self and others in an integrated way that protects the individual 
from experiencing a negative model of self which can produce cognitions synonymous with 
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depression, (i.e. I am worthless). Furthermore, a study conducted by Scharf, Mayseless and 
Kivenson-Baron (2004) investigated the effect of attachment styles on three developmental 
tasks, leaving home, individuation and developing the capacity for mature intimacy in a 
sample of  male teenagers aged 17-18 and followed them up three years later. Although 
genrealisability is limited due to this being a population in Israel that was assessed before 
and after conscription some interesting results were obtained. A secure attachment was found 
to predict better coping when leaving home in comparison to those with insecure attachment 
with these individual‟s peers also perceiving them to cope better than peers of insecure 
individuals. A higher capacity for mature intimacy was also associated with a secure 
attachment. Interestingly, no difference was found between attachment styles for the 
developmental task of individuation measured by an individual‟s capacity to make 
autonomous decisions and self efficacy ratings.  
 
When considering psychopathology, Kobak and Sceery (1988) found, in a non-clinical 
sample of 53 of adolescents (mean age 18.2 yrs),  those with a secure attachment reported 
less distress on a measure of psychopathology and higher perceived social competence and 
support from family. Those with preoccupied attachment reported higher levels of distress 
and lower perceived social competence. In results similar to those described earlier, the 
authors found adolescents with dismissing attachment styles to report little distress and no 
difficulties with social competence, like the secure group, yet their peers rated them as more 
hostile.  Berger, Jodi, Allen and McElhaney Davidson (2005) also found discrepancies 
between self and other reporting in a group of at risk adolescents. Those with a dismissing 
attachment style were less likely to report externalizing symptoms compared to parents and 
behavioural conduct difficulties compared to close friends. Adolescents with a preoccupied 
attachment style reported higher levels of both internalizing and externalizing symptoms in 
comparison to their parents.  
 
Reflecting similar results when assessing interpersonal difficulties in a late adolescent/ 
young adult group (mean age 19.6 yrs; range 18-22), Bartholomew and Horowitz (1991) 
found those with preoccupied attachment rated interpersonal difficulties specifically in the 
area the authors termed „warmth-dominance‟ reflecting an overly expressive self (e.g. „I 
want to be noticed by others too much‟). The authors aim was to examine an individual‟s 
perception of their close and romantic relationships and found that these perceptions 
predicted that individual‟s interpersonal functioning. Interestingly the dismissing group did 
highlight interpersonal difficulties rating themselves as lacking in warmth. Whilst this shows 
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uncharacteristic insight within this group it should be noted that this is not a clinical group 
and as highlighted earlier, an insecure attachment style is not synonymous with pathology. 
Those with a „fearful‟ attachment style (equivalent to unresolved in the AAI) demonstrated 
two areas of interpersonal difficulties; social insecurity experienced as lacking assertiveness 
and being socially inhibited.  
 
In a study of a community sample of adolescents (mean age 16.9 years, SD±1.98) Cooper, 
Shaver and Collins (1998) focused on the adjustment and well-being of individuals within 
the context of attachment and looked at symptomatology, risky behaviour and social 
competence. Gender differences were found where males were more likely to report 
themselves a secure in comparison to females who rated themselves as more avoidant. The 
differences may not, however, represent a true discrepancy as the authors used a self report 
measure assessing romantic attachment. The reporting bias of individuals who are avoidant 
reporting a secure style have been discussed in previous sections and may well be in play 
here. The group classified as avoidant reported that they had been in fewer romantic 
relationships so were less likely to have experienced difficulties in interpersonal 
relationships, whereas those with anxious classifications had been in significantly more 
romantic relationships than the secure group. Associations were found between better 
adjustment (i.e. less risky behaviour) and reported symptomatology in the secure group 
whereas the anxious group demonstrated the poorest adjustment across all measures 
including self concept, risky behaviours and symptomatology. However, in a finding 
contrary to previous discussions, Cooper et al, (1998) found the avoidant group reported 
similar levels of symptomatology (including anxiety, depression, hostility paranoia) as the 
anxious group and poorer self concept than the secure group (although risky behaviour was 
not different). This suggests that the level of self awareness is perhaps greater in this group 
than previously thought but again, this population was not clinical so reporting on romantic 
attachments and symptomatology would have been of less relevance and less threatening to 
their attachment system especially considering they reported significantly less involvement 
in romantic relationships than the other groups. 
1.6.1 Mechanisms of mediation in adolescent populations 
The study by Cooper at al., (1998) also included a mediational analysis considering the 
differential experience of distress and social competence experienced within the secure, 
avoidant or anxious groups. Very few studies have investigated the subjective experience of 
distress on outcome within the context of attachment. The authors noted that a partial 
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mediation model was in existence where social competence and the experience of distress 
(hostility and depression) accounted for some of the differences in problematic behaviours 
across the groups. As the authors note, anxious individuals were significantly more hostile 
than the other groups and they suggest engagement in risky or problem behaviours was used 
as a way to express this hostility. Conversely, those with avoidant attachment styles still 
reported distress but were unable to engage in socially risky behaviours due to their lower 
levels of social competence with this level of competence therefore acting as a mediator 
between distress and risky behaviour.   
 
Lee and Hankin (2009) extended adolescent psychopathology literature further by carrying 
out structural equation modelling (SEM) examining if the cognitive factors of dysfunctional 
attitudes and low self esteem mediated the relationship between attachment and 
psychopathology. The authors used a cross-sectional design and collated a non clinical 
sample of 350 adolescents (mean age 14.5 years, sd±1.4 years, range 11-17 years)  and 
administered the ECR (see section 2.3.2.1), a self report measure assessing insecure 
attachment from a dimensional perspective of avoidant or anxious attachment. Using SEM, 
the authors found that avoidant attachment directly predicted depressive symptoms five 
months after entry into the study but that the relationship between anxious attachment and 
depressive symptoms was fully mediated by both cognitive factors, dysfunctional attitudes 
and low self esteem with the overall fit of the model being very good (CFI=0.96, non 
significant (
2
 (5)=50.72). Similarly, avoidant attachment was also found to directly predict 
anxiety symptoms five months into the study whereas, again, anxious attachment was fully 
mediated by the two cognitive factors with the overall fit of the model being very good 
(CFI=0.96, non significant 
2
 (5)= 36.93). This is one of the first non clinical adolescent 
samples to demonstrate there are underlying mechanisms that directly affect the relationship 
between attachment and psychopathology. The case for underlying factors mediating the link 
between attachment and psychopathology is further evidenced by the work of Mayer, Muris, 
Meesters and Zimmerman-van Beuningen (2009). They investigated eating problems in a 
non clinical population of adolescent females (n=301, mean age = 17.7 years, sd±1.3 years) 
and utilized a cross sectional design. The authors found significant correlations between 
insecure attachment and higher levels of depression, lower self esteem and high levels of 
eating problems. However, when carrying out regression analysis, only depression and self 
esteem had a direct relationship with eating problems (β = 0.17 and -0.30 respectively) 
suggesting that these factors mediate the effect of insecure attachment that can therefore be 




Furthermore, Bosquet and Egeland (2006) conducted a study using the sample (n=155) from 
the Minnesota Longitudinal Study of Parents and Children, where all participants has been 
assessed for their attachment style in infancy using the SSP at 12 and 18 months where 29% 
were coded as insecure at both time points. The authors were examining the etiology of 
anxiety through the lifespan and attachment was one area where they examined insecure 
attachment in relation to peer representations in childhood and anxiety in adolescence. 
Bosquet & Egeland (2006) found that insecure attachment predicted negative representations 
of peers in preadolescence (β=-0.25, t=-3.12) and that this, in turn, predicted anxiety in 
adolescence at age 16 years (β=-0.23, t=-2.83) and 17.5 years (β=-0.17, t=-2.16).  This 
highlights the mechanism of social relationships in underlying the relationship between 
attachment and psychopathology. It also demonstrates a potential risk factor for the 
development of psychopathology in adolescence where early attachment relationships play a 
role in the cognitive and emotional representations that form internal working models and 
that those with insecure working models to have negative evaluations of others of being 
either unavailable or unreliable (Bowlby, 1973). Of course all of these findings need 
replication and particularly within clinical populations of adolescents.  
1.6.2 Adaptation in adolescent populations 
Using a stratified random sampling approach, Keskin and Çam (2010) investigated 
attachment in relation to psychological adaptation in a non-clinical group of 384 young 
adolescents (mean age12.1 years ± 1.4).  Using the Strengths and Difficulties Questionnaire 
(SDQ: Goodman, 2001) to assess psychological adaptation across domains of conduct 
problems, hyperactivity-inattention, emotional symptoms, peer problems and prosocial 
behaviour, and the RSQ, the authors found significant differences across gender and 
attachment style. They found females more likely to report higher emotional difficulties than 
males but also higher levels of prosocial behaviour (t=4.03, p=0.000, Cohen‟s d=0.44) whilst 
males rated higher levels of peer problems (t=2.28, p=0.023, Cohen‟s d=0.32). These gender 
differences could also be explained by attachment styles as females have been found more 
likely to have preoccupied attachment styles and therefore more likely to report distress 
(Rosenstein & Horowitz, 1996). However, Zahn-Waxler, Cole and Barrett, (1991) found that 
individuals with a dismissing style were likely to report more emotional difficulties, a result 
contrary to what would be expected considering the minimising strategy usually employed 
by this group, a result also found by Cooper et al, (1998). What may account for 
discrepancies in the reporting style of the dismissing group is that the SDQ was designed as 
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a screening tool for difficulties in non-clinical populations so may not activate the 
attachment system in the same way as questionnaires developed for psychiatric populations 
do, therefore the minimising strategy of those with a dismissing attachment would not have 
been employed as intensely.   
 
Keskin and Çam (2010) also found a fearful attachment style to be associated with higher 
levels of emotion difficulties (p=0.022, r=0.117) and overall levels of difficulty (p=0.014, 
r=0.125). The suggestion here of poor adaptation in this group is not surprising given the 
disruption of emotion regulation that is associated with this attachment style (Carlson & 
Sroufe, 1995). In contrast, the robustness and integrative nature of secure attachment styles 
was evidenced in this study where this group demonstrated negative correlations across all 
four levels of difficulties and positive correlations with the prosocial scale on the SDQ.  
 
Lapsley, Varshney and Aalsma (2000) conducted a study with a group of non-clinical older 
adolescents (mean age 20.60 years, sd±3.71 years) in attempts to explore attachment and the 
prediction of symptomatology and adjustment. They found an insecure attachment style 
predicted depression (accounting for 9% of the variance), poor college adjustment and poor 
separation-individuation (accounting for 10% of the variance). Of particular relevance here 
is the latter outcome. Individuation – separation is the key developmental task of 
adolescence where difficulties in differentiating self and other can lead to overly enmeshed 
attachment relationships, difficulties in interpersonal interactions and failure to explore 
paralleled in infant insecure classification in the SSP (Ainsworth et al. 1978). This difficulty 
may also explain the poorer college adjustment of those with insecure attachment styles. The 
novel situation of starting college will induce anxiety and activate the attachment system in 
the majority of individuals. In this situation, those with dismissing or preoccupied styles 
utilise biased internal working models that can lead to subsequent difficulties in 
interpersonal interactions and consequently they find college a more difficult experience to 
adapt to than those with a secure attachment style. Lapsley and colleagues (2000) also 
measured attachment pathology (e.g. compulsive care seeking), and although not convergent 
with attachment style, it demonstrated strong association with psychopathology. In particular 
they describe compulsive care seeking where an individual defines life as problematic and 
that they need assistance, where the focus of attachment relationships is rated as the 
receiving of care and that attachment figures are considered to be responsible for major parts 
of the individual‟s life. This facet of pathology was consistent as a predictor of 
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symptomatology across a range of mental health difficulties including obsessive compulsive 
disorder, depression, somatization and interpersonal sensitivities.  
 
This section has provided an introduction to symptomatology an distress experienced by 
adolescents from community samples. The next step is to consider developmental 
psychopathology within clinical adolescent populations.  
1.7 Empirical research of attachment and adolescent clinical populations 
Insecure attachment has to be considered a risk factor in the development of 
psychopathology within adolescence with consistent over representation of this type in 
clinical populations found in both with 3 and 4 way analysis with unresolved attachment also 
over represented (Bakermans-Kranenburg & van IJzendoorn, 2009a; Broberg, 2001; 
Beijersbergen et al, 2008). 
 
Rosenstein and Horowitz (1996) conducted AAIs with 60 psychiatrically hospitalised 
adolescents and found only 3% to be secure, 47% dismissing and 50% preoccupied. In four 
way analysis the results were 2% secure, 38% dismissing, 42% preoccupied and 18% 
unresolved. The authors confirmed their hypothesis that the adolescents classified as having 
affective disorders would have a preoccupied attachment style and those with conduct 
disorder would have a dismissing style ((
2
,2,51=11.694, p<0.003 (3 way) (
2 
,4,54=18.584, 
p<0.001 (4 way)). These authors also found substance misuse within this sample to be 
significantly associated with a dismissing attachment style (
2
,1,29=4.48,p<0.034). 
Interestingly, males had significantly higher rates of dismissing attachment style compared 
to females (75% vs 25%) and females more likely to have preoccupied attachment styles 
(63% vs 37%).  
 
Of note, however, is that when Rosenstein and Horowitz (1996) forced a 3 way 
categorisation, the clinical sample was reduced from 66 to 40 (due to 16 participants not 
having one clear organised attachment strategy) and when comparing the groups in 3 way 
analysis after controlling for gender and socioeconomic status, the association between 
hospitalisation and dismissing attachment became insignificant. In preliminary analysis the 
authors found males to report higher levels of psychological distress and similarly so did 
those with low socio economic status. This contrasts previous findings where males have 
been associated with dismissing attachment styles whereby a „minimising‟ strategy is 
adopted to suppress the expression of distress. In attempting to explain the non significant 
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association, perhaps the higher levels of distress recorded in males in this study has led to an 
under representation of individuals usually expected in the dismissing category and therefore 
the significance disappears. Or perhaps the socio-economic status of the adolescents 
hospitalised is significantly lower thus leading to higher levels of distress reported and 
consequently these individuals were less likely to be classified as „dismissing‟.  
 
Scott-Brown and Wright (2003) found higher levels of reported symptomatology in 
adolescents with a preoccupied attachment style in comparison to the dismissing or secure 
groups (Mann Whitney, p<0.05) in their sample of 15 adolescents referred to tertiary mental 
health services and 15 age, gender and social class matched controls.  Interestingly the 
authors did not differentiate between their groups, one of the only studies to do this. They 
found a high representation of insecure attachment classification within the clinical 
population but that high distress was noted across both groups this giving an indication that 
levels of distress are not necessarily linked to psychopathology, rather, they are more 
generalizable to attachment styles and it is the mechanism of emotion regulation that 
underlies the relationship between attachment and mental health difficulties.  
 
In a cross-sectional study, Allen, Hauser and Borman-Spurell (1996) compared adolescents 
psychiatrically hospitalised at 14 to a socio-demographically similar group and measured the 
attachment organisation of individuals from both groups when they reached 25. They used 
the AAI and looked at both 5 way categorisation, including the „unresolved‟ and „cannot 
classify‟ groups, but also forced analysis into a 3 way classification. The authors found 
significant differences between the groups for both 5 way ((
2
=29.13, p≤0.001) and 3 way 
((
2
=17.7, p≤0.001) where those hospitalised at 14 demonstrated significantly more insecure 
or unresolved attachment styles than the control group. In fact, only 7.6% of those who had 
been hospitalised had a secure attachment in comparison to the control group where 44.7% 
were classified as secure. Allen and colleagues (1996) also broke these results down into 
particular subscales on the AAI where coherence of transcript scores
5
 were the found to be 
higher in the control group (t=5.74, p<0.001) and unresolved trauma or loss scores were 
higher in the clinical group (t=3.97, p<0.001). Using MANCOVAs, the authors investigated 
attachment and the current psychopathology of the young adults who had previously been 
hospitalised, found that it was related (F(16,376)=1.96. p<0.02) specifically those who had 
been deemed „cannot classify‟ had higher levels of psychological distress.  Although the 
                                                     
5
 „Coherence of transcript‟ is a final subscale used in coding the AAI to reflect  the „bottom up‟ and 
„top down‟ coding methods formulated by Main and Goldwyn (1985) and provide the foundation for 
the categorical placement of the individual into an attachment classification. 
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authors postulate a casual relationship between earlier insecure attachment in the 
development of psychopathology they were unable to confirm this with their methods of 
analysis, thus leaving analysis at an association level.  
 
As discussed earlier, there is evidence of an unresolved attachment style being a risk factor 
in the development of psychopathology and this has also been found to be true of adolescent 
clinical populations. Adam, Sheldon-Keller and West (1996) compared attachment 
classification (using the AAI) of 133 adolescents receiving psychiatric care, 69 with a history 
of suicidal behaviour (mean age 15.7 years) and 64 without (mean age 14.9 years). Both 
groups had similar levels of trauma but 73% of those with suicidal behaviour demonstrated 
lapses in reasoning and discourse about their attachment related trauma experiences 
compared to 44% of those without suicidal behaviour and were subsequently coded with a 
primary „unresolved‟ attachment state of mind. The biggest difference between groups 
occurred specifically in relation to abuse from an attachment figure (71% in the case group 
compared to 29% in the comparison group: (
2 
(1,65) = 10.58, p<0.001). As discussed 
earlier, a U category placement is indicative of an incoherent narrative when discussing loss 
and/or trauma and reflects disorganised and/ or disorientated cognitions where the individual 
fails to monitor their discourse. Their levels of distress inhibit active monitoring and Adam 
et al. (1996) posit that this disorganisation mediates the relationship between trauma and 
suicidal behaviour where higher levels of distress lead to suicidal action significantly more 
than ideation. Previous research had also found that current loss or interpersonal difficulties, 
common precursors in suicidal behaviour in adolescence, can lead to cognitive 
disorganisation thus contributing to overall behavioural disorganisation in a suicidal crisis 
(Spirito, Brown, Overholser & Fritz, 1990). In their meta-analysis of attachment 
representations in clinical populations, Bakermans-Kranenburg and van IJzendoorn (2009) 
found very strong association between the U classification and psychological difficulties 
including suicide and abuse.  
 
Brown (2003) proposed that physical abuse in childhood is a risk factor and mechanism for 
the development of psychopathology and that the usual developmental trajectory of a child is 
disrupted particularly if the perpetrator is an attachment figure (Wallis & Steele, 2001). 
These disruptions continue into adolescence and manifest themselves in difficulties with 
affect regulation, social skills and attachment relationships. Within the context of attachment 
theory, if this disorganisation of behaviour was also reflected by a disorganisation of 
narrative and/ or the mind, a U category placement would be made with respect to abuse. 
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The emergence of work specifically investigating the longitudinal effects of child abuse 
certainly provides evidence of how adverse attachment related experiences can lead to 
developmental difficulties increasing an individual‟s vulnerability to developing 
psychopathology. For example, Pollak and Kistler (2002) found maltreated children to have 
difficulty reading emotional expressions in others and labelling ambiguous faces as angry. 
This hyper vigilance could arguably be a mechanism for the development of 
psychopathology (Brown, 2003; Keskin & Çam, 2010). On the other hand, the question has 
been posed about the protective nature of a secure attachment and whether this underlying 
state of mind plays a role in helping an individual integrate these extreme experiences but 
unfortunately the small number or secure transcripts in clinical populations has prohibited 
further analysis (Broberg, 2001).  
 
Hankin (2005) made links between early childhood maltreatment and later depression in 
adolescence hypothesising that strategies employed to deal with adverse events leave an 
individual vulnerable to developing depressive symptomatology. This can be linked to an 
attachment framework whereby individuals with insecure attachment styles utilise strategies 
that are likely to make negative inferences about themselves, others and their situation. 
These negative inferences continue potentially leading to a negative cognitive style that is 
reinforced by subsequent negative life events, all of which has been linked to the 
development of depressive symptomatology (Beck, 1987; Hankin, 2005) 
 
Very limited work has been carried out investigating adolescent attachment, 
psychopathology and outcome but Armsden, McCauley, Greenberg, Burke & Mitchell 
(1990) did just that in a highly relevant and interesting study using a sample of 10 to 16 year 
old clinically depressed adolescents, non-depressed psychiatric controls, non-psychiatric 
controls and adolescents with resolved depression.  For adolescents with any form of 
psychiatric difficulty there was a negative correlation between security in parent 
relationships and severity of depression on both self report and interview measures. There 
are two areas to note. Firstly, security in attachment relationships (with both parents and 
peers) in the resolved depression group was similar to that of the non-psychiatric controls 
suggesting a secure attachment provides mechanisms and adaptability within the individual 
to integrate their distress and experiences. This is particularly relevant when the same study 
also found less secure attachment with parents was associated with maladaptive attribution 
styles and history of suicidal ideation. The second point to note is particularly relevant to 
adolescence in that it was less security with parents that was associated with 
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symptomatology, not a lack of security in peer relationships. This may be suggestive of an 
inherently protective nature of peer relationships within this developmental stage 
highlighting the hypothesis of Allen and Land (1999) that adolescence is a period of 
transitional change in relationships and that parents may not be the only attachment 
relationship of importance. Indeed, the authors noted the difference between internalizing 
and externalizing symptomatology in adolescent populations and hypothesised that these 
behaviours not only allowed the individual to express their distress and pathology but also 
served to influence the dyadic parent child relationship. This is particularly relevant in 
adolescence where they begin to learn the predicative nature of their parents behaviour with 
the authors proposing externalizing behaviours to be more reflective of an individual with a 
preoccupied attachment style attempting to gain a response from their caregiver.  
 
The majority of clinical adolescent empirical work has focused on attachment style and an 
association with psychopathology but what this thesis proposes, however, is that the 
attachment does not predict the materialisation of psychopathology but instead predicts the 
underlying mechanisms that increase an individual‟s vulnerability to developing mental 
health difficulties. For example, emotion regulation is one such mechanism that has been 
formulated to underpin the relationship between attachment and emotional distress yet works 
differently dependent on the style of attachment (e.g. emotions are over regulated in 
dismissing attachment and under regulated in preoccupied attachment).  
1.8 Discussion of Part I 
This chapter has discussed the theory and operationalisation of attachment constructs within 
general and adolescent clinical and non-clinical populations. It has been hypothesised that 
insecure attachment styles are underpinned by biased and rigid internal working models that 
prevents an individual from using flexible psychological adaptation when their attachment 
system is activated and they are experiencing distress. In comparison a secure attachment 
with a positive and flexible model of self and other facilitates adaptation within the context 
of satisfying social relationships.  
 
 The literature demonstrates a clear relationship between insecure and unresolved attachment 
styles and an over representation of these styles in clinical populations (Bakermans-
Kranenburg & van IJzendoorn, 2009a). Indeed, the wealth of empirical evidence highlights 
insecure and unresolved attachment as a risk factor that can aid our understanding of the 
developmental aetiology of psychopathology (Jones, 1996) through investigating an 
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individual‟s early experiences with their caregivers. What is curious, however, is the lack of 
literature exploring adolescent attachment with the development of psychopathology in 
adolescence. Surely, as this chapter identified, adolescence is as a key developmental period 
in need of exploration in terms of how internal working models influence the ability to 
integrate the unique and demanding interpersonal experiences and life events that are 
experienced within this developmental stage. Indeed, if, as Bowlby (1969/ 1982, 1973) 
proposes, pathology develops from situational challenges faced in context of past experience, 
it is crucial to examine attachment within this vulnerable age group.  
 
Whilst there have been attachment styles linked to specific psychopathology (e.g. dismissing 
to first episode psychosis, Macbeth et al., 2011), it is the level of distress experienced that 
primarily appears to predict outcome within attachment relationships (e.g. Armsden et al., 
1990). In fact, high levels of distress have been proposed as a better predictor of outcome 
than clinical diagnosis in terms of psychological adaptation (Gumley & Schwannauer, 2007). 
If this is the case, investigating attachment in relation to the individual‟s perceived distress 
and psychological adaptation rather than diagnosis makes more sense, particularly in light of 
the finding of van IJzendoorn and Bakermans-Kranenburg (1996) who found no association 
between clinical diagnosis and attachment style. Let us remind ourselves of the „goal‟ of the 
attachment system; to return to or maintain equilibrium in response to the activation of the 
attachment system where the individual is experiencing distress.  How and if an individual 
achieves this will be the focus of this study.  
 
Whilst there is an over representation of insecure attachment within clinical samples 
(Bakermans-Kranenburg & van IJzendoorn, 2009a; Broberg, 2001; Allen et al., 1996), 
unfortunately, the mechanisms underlying these associations has largely been overlooked for 
this critical developmental period. This is changing however, where work in the last decade 
has begun looking at possible causality with the relationship of attachment and 
developmental psychopathology and what effect this potentially has on the developmental 
trajectory of the individual. For example, the psychological adaptation of adolescents has 
been explored where factors have been found to mediate attachment and the expression of 
distress such as peer relationship (Boaquet & Egeland, 2006), social competence (Cooper et 
al., 1998), dysfunctional attitudes and lower self esteem (Lee & Hankin, 2009; Mayer et al., 
2009). These factors can be considered within both an emotion regulation framework but 
also one of social support and this study proposes a model of mediation and moderation 




However, exploring psychopathology within the framework of attachment provides the 
challenge to explain how attachment experiences lead to variations in both mental processes 
and subsequent behaviour demonstrated within psychopathology (Scott Brown & Wright, 
2001). One key concept that may help explain this variation and is integral to the 
development of successful attachment and interpersonal relationship is the theory of 
mentalization. Fonagy, Gergely, Jurist and Target (2004) propose that acquiring the skills for 
mentalization is an inherently social process that develops from early infant caregiver 
relationships and that the quality of these attachment relationships is fundamental to the 
successful development of mentalization skills. Through co-regulation, emotion regulation 
strategies are developed, mental states are made aware to both the caregiver and the infant 
and are inextricably linked to the regulation and organisation of self. It was therefore 
necessary to explain these attachment relationships first in order to present the reader with a 
clear and coherent depiction of secure, insecure and disorganised attachment and the 
association with interpersonal styles, emotion regulation and psychopathology before the 
construct of mentalization was introduced.   
Mentalization 
57 
Part II  - Mentalization 
2.1 What is mentalization? 
Mentalization is the focus on the mental states of self and others and these mental states are 
considered in terms of the beliefs, thoughts, feelings and wishes that exist both within and 
outside our conscious awareness. It is, 
“…the capacity to conceive of mental states as explanations of behaviour in oneself and in 
others.” (p.544, Fonagy & Target 2006).  
 
In this way, humans distinguish themselves from animal species whereby they respond to the 
mind of another rather than the behaviour. By understanding the meanings of our own 
internal representations we can give discover and understand our subjective intrapersonal 
experiences. By comprehending the meaning of the mental representations of others we can 
communicate interpersonally, interpreting their mental states and behaviour which lie at the 
foundation of successful social relationships. Mentalization has both cognitive and affective 





 and enable the individual to predict and anticipate the behaviour of 
themselves and others, three stances are considered necessary; the physical, design and 
intentional (Dennett 1978, 1987, 1988). The physical stance allows an individual to consider 
the physical properties of the person and environment and the design stance provides 
knowledge about the development of these factors. The final „intentional‟ stance is the main 
construct in mentalizing whereby the individual is able to predict the most likely rational 
behaviour of another person based on their understanding of the other person‟s intentions 
(i.e. their beliefs, thoughts, feelings and wishes). They also come to understand themselves 
as an intentional being with the ability to change the mental states of others. From this 
intentional stance the individual interacts with their social and interpersonal world. Indeed, 
as Fonagy and Target (2005) discuss,  
„our understanding of society relies upon our ability to see others as having a mind, as 
motivated by thoughts, feelings, wishes, beliefs and desires…a mentalized understanding of 
others is impossible if we cannot place our minds alongside those we wish to collaborate 
with and relate to‟ (p.334).  
 
                                                     
6
 Allen (2006) proposes that the term „mentalizing‟ should be used instead of mentalization 
considering that it is a dynamic process which an individual can both do and/ or fail to do at any point  
throughout their life.  
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However, as Fonagy and Bateman (2006) highlight, mentalizing is a highly divergent 
process with capacity for it varying both between individuals and within an individual. The 
mind of another cannot be known with the same certainty that explains the environment for 
example, thus leaving interpretations of other‟s mental states vulnerable to bias. An 
imaginative leap is required to explain another person‟s behaviour from their mental states 
because these mental states are representation of reality not reality itself. In addition, 
mentalizing is also affected by the previous experiences, history and capacity to mentalize of 
the individual attempting to predict behaviour.  At any of these points, the ability to 
mentalize could be compromised.  
 
So how does an individual acquire the skills of mentalization, of becoming an intentional 
being, and why does it vary so differently between individuals? It is within the context of 
early caregiver relationships that mentalization skills are fostered (Arnott & Meins, 2007; 
Fonagy, Target, Steele & Steele, 1998; Fonagy et al., 2004; Meins, Fernyhough, Russell & 
Clark Carter, 1998; Slade, Grienenberger et al., 2005) thus making attachment theory the 
most pertinent developmental framework from which to consider it.  
2.2 Mentalization in the context of attachment 
Fonagy et al. (2004) propose that we are born without the knowledge of emotional states or 
how to regulate them yet we are all born with the capacity to mentalize. However, it is only 
through the interaction with a primary caregiver that the skills of mentalizing and emotion 
regulation develop. This process begins with affect mirroring, a form of representational 
mapping, within the dyad whereby the emotional state of the infant is reflected back to them 
by the caregiver which serves to organise the child‟s experience (i.e. they „know‟ and can 
label their emotions by mapping the caregivers response to their self representation). In 
addition, by displaying „markedness‟ (Fonagy et al., 2004) where the caregiver demonstrates 
that their mirroring is not actually how they feel and that they are not being overwhelmed by 
the emotion of the infant, the infant learns their emotions can be contained rather than 
contagious and that they can be regulated.  
 
From the view of the mother, her role in recognizing her infant as an intentional being and 
monitoring their ever changing mental states is the basis for the sensitive responses that are 
key in secure attachment (Ainsworth, Blehar, Waters & Wall, 1978). The more able a mother 
is to mentalize i.e. being able to explore her own mind and being open to the mind of the 
infant, the less likely she will be to respond in interaction in a way that undermines her 
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infant‟s understanding of their own mind thus fostering a secure attachment between the two. 
Indeed, a number of studies have found that higher levels of maternal mentalization predict 
infant security (Arnott & Meins, 2007; Fonagy, Steele, Moran et al., 1991; Meins, 
Fernyhough, Russell & Clark Carter, 1998; Slade, Grienenberger et al., 2005).  
  
Additionally, the integration of two modes in childhood further contributes to the 
development of mentalizing; „psychic equivalence‟ and the „pretend mode‟. The former 
describes the mode where an individual has the early expectation that the internal world of 
themselves and others will match that of the external world and potentially distort their 
subjective experience to match information from the external world. The „pretend‟ mode is a 
following stage where a child understands that their internal experience does not necessarily 
reflect external reality. When both of these modes are incorporated within the individual 
mental states can be seen as representations, where inner and outer reality exist both 
dependently and independently (Baron-Cohen, 1995). These experiences aid an individual to 
organize and understand their self representation leading to a coherent strategy for predicting 
the behaviours of self and other from the mental states of beliefs, wishes, goals and feelings.  
 
This process also describes the optimum course for developing a secure attachment between 
caregiver and infant where the infant has experienced their caregiver as readily available at 
times of stress and arousal (e.g. when their attachment system has been activated). Their 
arousal will have been monitored by their caregiver, responded to through sensitive 
mirroring and comfort provided through proximity thus achieving regulation and, the goal of 
the attachment system, equilibrium within the infant. This secure attachment cultivates the 
infant‟s confidence in exploring and making attributions about the mental states of their 
caregiver to account for their behaviour (Bouchard et al. 2008). From here, they learn how to 
then match their mental state to their caregiver and can recognise emotions in others. 
Essentially, the development and organisation of the self occurs within interpersonal 
relationships and these experiences of self and other form into the internal representations 
Bowlby (1988) labelled internal working models.  Where the foundation of the relationship 
is a secure attachment, the individual feels safe to explore the minds of others without fear of 
being emotionally overwhelmed (Sharp et al., 2009) 
 
For individuals where sensitive caregiver interactions have been minimal or absent, insecure 
attachment develops where the only way to maintain proximity to the caregiver and achieve 
equilibrium is at the expense of developing reflective function (Fonagy et al, 2004). Those 
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who have developed a dismissing attachment style have experienced their caregivers as 
rejecting who are thus likely to have failed to accurately mirror emotions expressed by their 
infant, provided incongruent responses and or been intrusive in play. This causes the infant 
to shun the mental state of the other (and themselves) in attempts to regulate their negative 
affect and be able to remain close to the primary caregiver. Those with a preoccupied 
attachment have had their needs met with inconsistency where emotions have potentially 
been mirrored by the caregiver as contagious and when in play with the infant could have 
blurred the boundaries between reality and imagination. This would have resulted in an 
escalation in the arousal of their infant. The infant therefore learns to focus excessively on 
their own mental states to ensure proximity to the detriment of interpersonal interactions. 
Within the context of the insecure attachment Fonagy et al., (2004) highlight a vicious cycle 
whereby difficulties in understanding the mental states of others causes distress and thus 
activates the attachment system. The quest for proximity brings the infant closer to the 
source of confusion, rejection or neglect which inhibits their ability to mentalize further. 
Their efforts to engage with the caregiver are not reciprocated so the infant does not 
experience themselves as intentional agents nor are able to fully organise their sense of self.  
 
Although mentalizing may not be absent within individuals who have had these experiences, 
whatever rudimentary form it has it is certainly vulnerable to breakdown in stressful 
situations or negative life events. If an individual has not experienced the integration of 
psychic equivalence and the pretend mode they are more likely to distort their subjective 
experience according to the happenings in their external world, which if negative, are likely 
to threaten and overwhelm them emotionally leading to the employment of non-mentalizing 
strategies. It is this vulnerability; the breakdown in their ability to mentalize that is 
hypothesised to send them on the developmental path towards the development of 
psychopathology from the breakdown of behavioural and emotional regulation (Sharp et al., 
2009). 
 
When an individual has a disorganised attachment style, a hyper vigilance of the mental 
states of others is made at the expense of monitoring their own mental state. Where the 
caregiver has been frightening and or frightened, the infant cannot find a representation of 
themselves in their caregivers mind when expressing their emotions. As a consequence they 
cannot organise their self representation nor perceive themselves as an intentional agent 
having the ability to influence the metal states of others. Arguably these individuals may 
have the ability to mentalize with regards to others, due to the overactive monitoring, but 
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will have a poor understanding of their own mental states. In this situation mentalizing does 
not fulfil the same role in self organisation hence the disorganised narratives and behaviours 
seen in these individuals when the attachment system is activated.  There is, of course, 
ongoing dialougue regarding the evolution of mentalization, debating an evolutionary rather 
than ontogenetic framework for example, and how it is a transdiagnostic concept where 
deficits have been shown across a number of specific mental health difficulties and that these 
have implications of psychological adaptation (see Fonagy, Bateman & Bateman, 2011 for 
further discussion)   
  
Whilst these early relationships of an individual provide them with the opportunity to learn 
mentalizing skills and provide the template for internal working models, Fonagy et al., 
(2004) argue that the most import element determined by these early experiences is actually 
the quality of how an individual processes the mental states of self and others. This is 
particularly relevant when considering the transitional period of adolescence which tests the 
mentalizing skills of all individuals. Indeed, there is also a continuing debate as to how best 
assess mentalizing skills and how it can be used as a therapeutic technique (Fonagy et al., 
2011). 
2.3 The challenges of mentalizing in adolescence 
The developmental period of adolescence provides a unique challenge to an individual in the 
form of abstract thinking. With the achievement of formal operations, an adolescent can 
engage in abstract thinking and step away from the situation to consider the mental states of 
themselves and others but this also brings more complex emotions and cognitions to the fore 
(Fonagy et al. 2004). Arguably this new experience can be overwhelming so adolescents 
may need a break from this new experience and retreat from the mentalizing stance (e.g. 
socially withdrawing). If the quality of their mentalizing skills is not adequate, it may leave 
adolescents vulnerable to the development of psychopathology. When their capacity to 
mentalize is limited they are more vulnerable in stressful situations and therefore likely to 
distort the information and emotions they are processing potentially setting them on the path 
towards the development of mental health difficulties.  
2.4 The measurement of mentalization 
Mentalization is a construct that has developed in the past two decades. After 
conceptualization, there was a need to make it both tangible and measurable to further 
developmental research and investigate psychopathology. Fonagy et al. (1991) utilised the 
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term „reflective function‟  (RF) to describe the operationalization of mentalization, the 
psychological process that underlies the capacity to mentalize, and developed the reflective 
function scale measuring an individual‟s capacity to consider the mental states of self and 
other. As the authors write in their manual,  
„RF involves both a self reflective and interpersonal component that ideally provides the 
individual with well developed capacity to distinguish inner from outer reality, pretend 
modes of functioning from real modes and intrapersonal mental and emotional processes 
from interpersonal communications‟ (p.25, Fonagy, Steele, Steele & Target, 1998)  
2.4.1 The Reflective Function Scale (RF scale) 
The RF scale was developed and manualized by Fonagy and colleagues (1998) as part of the 
London Parent – Child project (see Fonagy, Steele & Steele, 1991) where 200 interviews 
were conducted with pregnant mothers (n=100) and fathers (n=100). It is coded from the 
narrative of childhood memories in the Adult Attachment Interview (AAI; George, Kaplan & 
Main, 1985) and assesses RF in a number of ways; 1) the awareness an individual has of the 
nature of mental states, 2) the efforts they make to link mental states of the self and other to 
behaviour, 3) the revisions they make of mental states in the interview and 4) any 
recognition of mental states in relation to the interviewer. An overall score is provided and 
ranges from -1 to 9 reflecting a range from negative RF (-1) to exceptional or full RF (9) (see 
table 2.1 for detailed examples).   
 
The RF scale has been utilised in normal, clinical and forensic populations. High RF scores 
on the AAI have been found to predict both mother and infant security on the AAI and SSP 
respectively (Arnott & Meins, 2007; Fonagy, Steele & Moran et al., 1991). RF scores have 
also been predictive of infant security where mothers have experienced deprivation. 
Interestingly, Fonagy, Steele, Steele, Higgitt & Target, (1994) found that in their sample 
where mothers had suffered deprivation, 100% of women with high RF had secure infants 
compared to just 6% of mothers with low RF having secure infants thus highlighting the 




Table 2.1 Scoring representations of the Reflective Function Scale 
RF Score Sub classification (if 
applicable) 
Examples 
 A) Rejection „How should I know, you‟re the psychologist‟ 
-1 (Negative RF) 
 
B) Bizarre „What makes me feel more rejected is that she 
breast fed me. And she didn‟t breast feed my sister‟ 
 A) Disavowal „I don‟t know, I really couldn‟t say‟ 
1 (Lacking in RF) 
 
B) Distorting/ Self 
serving 
„They thought of little else except what was good for 
their son, what might please me, they were quite 
preoccupied with these concerns‟ 
 
3 (Questionable or 
low RF) 
A) Naïve- simplistic „well because they loved us and wanted to … give 
us, you know, a feeling of security, er, of being 
wanted um and a, a good start in life I suppose yeah 
 B) Over analytical/ 
hyperactive RF 
„I began to see that it takes two to tango… It was a 
perfect collusion between the two of them. What has 
been called in popular psychology, you know, the 
doormat tyrant relationship 
 
5 (Ordinary RF) 
A) Ordinary 
understanding 
„Now I just want him to be healthy and happy with 
what he has but I know once he‟s born I‟ll want him 
to be Prime Minister‟ 
 B) Inconsistent 
understanding 
Inconsistent reflective stance. Maybe occasion or 




7 (Marked RF) 
 
 „Was anybody rejecting? Not really. It is funny… I 
remember both my parents as very loving and I think 
they were, and my sister and I got on extremely well. 
Yet if you asked me to describe the family I would 
say it was cold and somewhat rejecting. Somehow, 
perhaps because we tried not to show preferences, 
we all managed to make each other feel as if we 
liked somebody else. So we all managed to feel a bit 
rejected and unloved‟ 
9 (Exceptional RF - 
less than 10% of 
interviews) 
 Almost surprising in complexity, consistent reflective 






2.4.2 The Parent Development Interview (PDI) 
The PDI (Aber, Slade, Berger, Bresgi & Kaplan, 1985) is a 45 item semi structured interview 
that is used to asses a parent‟s internal working models, that are their mental representations 
of their child, themselves as a parent and the relationship they have with their child. Three 
factors representing the affective experience of the parent were identified, joy-pleasure/ 
coherence, anger and guilt-separation distress. A secure attachment (as assessed by the AAI) 
saw mothers scoring higher on the joy-pleasure/ coherence dimension and an insecure/ 
dismissing attachment was associated with higher scores on the anger scale.  
 
The PDI was revised in 2004 (PDI-R; Slade, Aber, Berger, Bregsi & Kaplan, 2004) to adapt 
the manual developed by Fonagy et al., (1998) and score RF on the PDI. Low RF was 
associated with descriptive rather than reflective accounts of their infants internal 
experiences and denial of their own internal states. As Slade (2005) suggests, essentially this 
represents highly defended mothers who were unable, consciously or unconsciously, to 
understand their own or their child‟s mental representations which results in insensitive 
mirroring and the distortion of their child‟s experiences.  
 
 2.4.3 The Reflective Function Rating Scale 
An alternative form of reflective function coding has been proposed by Meehan, Levy, 
Reynoso, Hill and Clarkin (2009) in the form of the Reflective Function Rating Scale 
(RFRS) a 50 item scale based on the scoring manual of Fonagy et al. (1998). It has 
demonstrated significant correlation between the RF scores on the AAI and 2 of the 3 factor 
subscales found on the RFRS; „Defensive/ distorted‟ representations (α=0.94)  (r=-0.36, 
p<0.04) and „awareness of mental states‟ (α=0.95) (r=0.54, p<0.001) although this was only 
comparing a subset of 32 out of the 49 participants. A third factor, „developmental‟ (α=0.92), 
where an individual considers that mental states can be influenced by generational 
upbringing, but this did not correlate to RF scores (r=0.25, p<0.16).  
2.5 Empirical findings for RF and psychopathology 
The empirical literature investigating reflective function and psychopathology is limited 
(Fischer-Kern et al., 2010) but has seen an upsurge in the last decade due to the development 
of tangible measurement scales. Using the RF scale in a psychiatric sample of 82 inpatients 
and a control group, Fonagy et al., (1996) reported average RF scores of 5.2 (sd±1.5) for the 
control group, indicating „ordinary‟ levels of RF, and 3.7 (sd±1.8) for the psychiatric group, 
indicating „questionable‟ or „low‟ RF. The authors described their results further where 
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individuals with eating disorders and borderline personality disorder (BPD) had significantly 
lower RF scores than the other types of psychopathology (depression, anxiety, substance 
abuse, antisocial or paranoid personality disorder) which were 2.8 (sd±1.7) and 2.7 (sd±1.6) 
respectively. These results have been replicated.  
 
Taking BPD first, it has received the largest amount of attention from the RF literature with 
impairments in mentalizing ability being associated with BPD (Fonagy et al., 1996; Fonagy 
et al., 2004; Fonagy, Luyten & Strathearn, 2001; Levy et al. 2006) and severity of pathology 
within personality disorders (Bouchard et al., 2008). As an example, Fischer-Kern et al., 
(2010) found an average RF score of just 2.7 (sd ± 1.2) in their sample of 92 female BPD 
patients and no one scored above 5 (ordinary RF). It is postulated that BPD develops from 
disturbed attachment relationships and can be further compounded by trauma or 
maltreatment that leads an individual to defensively inhibit the mentalizing skills they have 
making it an extremely interesting area for empirical study for both association and 
therapeutic treatment (e.g. see Fonagy & Batemen 2008; Bateman & Fonagy, 2008; 2009 for 
full review).  
 
Considering eating disorders and RF, similarly low RF as found by Fongay et al., (1996) was 
discovered in an anorexia nervosa group where the majority also had insecure attachment as 
measured by the AAI (Ward et al., 2001). Rothschild-Yakur, Levy-Shiff, Fridman-Balaban, 
Gur and Stein (2010) compared reflective function across an inpatient sample for females 
with anorexia (binging/ purging subtype) and a matched non-eating disordered control group 
(mean age 18.2 sd±2.7 and 17.8 sd±2.31 respectively). A significant difference in RF scores 
indicated that the anorexia group had lower RF than the control group, 3.82 (sd±1.8) vs 5.77 
(sd±1.46) (F(1,67)=24.48, p<0.001) yet when the eating disorder were split into 
subcategories of „drive for thinness‟ and „bulimia‟, the latter subscale was significantly 
correlated to higher RF scores (r=0.36, p<0.05). Bulimia symptomatology has been 
associated with insecure/ preoccupied attachment styles (Candelori & Ciocca, 1998) where 
an individual has a higher awareness of their own internal states and are therefore more 
likely to reflect on them in the AAI resulting in a higher RF score which could account for 
this finding. It should also be kept in mind that the average RF score for this group still 
represented „questionable‟ or „low‟ RF.  
 
Levinson and Fonagy (2004) investigated the RF scores in a forensic sample with psychiatric 
disorders in comparison to an inpatient and control group. Whilst the authors acknowledge 
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the small samples size (N=22 for each group) the RF scores differed significantly between 
the inpatient and prison group (3.7 sd±1.5 and 2.5 sd±1.8 respectively and both significant at 
p<0.01) with the violent (against person) offenders scoring lower than the less violent 
(against property). The control group, similar to Fonagy et al., (1996), scored 5.8 (sd±2.3).  It 
could be argued that these results represent a necessary disavowal of reflective function in 
violent prisoners where they cannot allow themselves to think of their victim in terms of 
mental states, or perhaps they have had harsher childhoods where mentalization was not 
fostered. Unfortunately definitive conclusions cannot be drawn from this largely descriptive 
work but it provides interesting insight into RF nonetheless.  
 
The psychiatric sample results of „questionable‟ or „low‟ RF scores have recently been 
replicated in a first episode psychosis sample, utilising a cross sectional cohort design, where 
the median RF score was 3 (Macbeth, Gumley, Schwannauer & Fisher, 2011). In relation to 
the AAI classification system however, an interesting discrepancy appeared. Although 
individuals with a secure attachment scored higher RF than those with a dismissing 
attachment style (M–W: U = 40.0, p = .012), a result that is expected, there was no 
difference between those with a secure attachment or preoccupied attachment style. This 
could possibly be a reflection of hypervigilence to the mental state of self and or others that 
is often seen in preoccupied narratives on the AAI. On the other hand, it could be a result of 
an over representation of a dismissing attachment style within this population (61.8%) and 
smaller number of secure or preoccupied individuals (26.5% and 11.8% respectively). To 
perhaps answer this, the work of Bouchard and colleagues (2008) should be considered. The 
authors found low RF to be associated with a range of psychopathology (e.g. depressive 
disorder, bipolar, dysthymia, substance abuse, OCD and personality disorders) and that it 
predicted attachment security where one standard deviation increase in RF increased the 
likelihood of having a secure attachment by 2.74. Bouchard et al., (2008) also found that RF 
was more sensitive to the subject‟s elaboration of the mental states of the other, specifically 
the attribution of affects to another, (r=0.44, p<0.01), but not to the mental states of the self. 
For those who are dismissing, therefore, who have a lower motivation to understand the 
mental states of others due to their internal working model of positive self and negative 
other, the consequence will be lower RF scores. This could then account for the low RF 
found by Macbeth et al (2011) where their sample was dominated by this particular 




To conclude this section it can be summarised that lower RF scores are associated with 
psychopathology but this should not come as a surprise. The capacity to mentalize is borne 
within the context of early caregiver relationships and as already discussed, where an 
insecure attachment style develops so do the limitations on the individual‟s ability to 
mentalize. Insecure attachment styles have already been found to be over represented in 
clinical samples so one could argue that perhaps RF is a mechanism that reflects this 
association and is a measurable construct that can help us identify by what means an 
individual is vulnerable to the development of psychopathology.  In addition, the higher RF 
scores recorded in „normal‟ populations may indicate that it is a protective factor in the 
development of difficulties. Arguably being able to understand the mind of the self and 
others better helps a person integrate stressful or negative experiences. There is not a vast 
amount of literature exploring RF as a mediator in developmental psychopathology but the 
next section discusses this possibility.  
2.5.1 RF as a mediator in the development of psychopathology 
Fonagy and colleagues (1996) hypothesised that RF would mediate the relationship between 
trauma and BPD and indeed found this to be the case where those who had experienced 
abuse but had higher scores on the RF scale were less likely to have developed BPD. In 
comparison, 97% of the low RF group who had experienced abuse were diagnosed with 
BPD. This suggests that the ability to integrate and process these interpersonal experiences 
was a measure of resilience in these individuals compared to those who had lower RF scores 
and were more likely to go on to develop BPD. As another example of the possible 
protective mechanism of RF, a sample of children (mean age 9.4 years, range 5 ½ to 14 yrs) 
who had been removed from families into foster care due to parental methamphetamine 
abuse were examined in terms of mental health and behavioural outcomes (Ostler, Bahar & 
Jessee, 2010). Higher mentalizing skills were associated with fewer internalising and 
externalising problems, less depression, less aggression and higher levels of social 
competency. Importantly, higher levels of mentalization were also associated with better 
acknowledgement of feelings and symptomatology. Arguably it is this understanding of self 
representations, and through social competence the representation of others, that helps the 
child integrate their early negative life experience and provide protection from the 
development of emotional and behavioural difficulties.  
 
Fossati et al. (2009) investigated deficits in mentalized affectivity, attachment and impulsive 
aggressiveness in a sample of 637 undergraduates (mean age 23.01 years, sd±2.97). The 
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authors found that insecure attachment was associated with levels of aggression and that 
poor mentalizing skills, specifically in identifying feelings in the self, were central to 
impulsive aggression. Further to this they found that this particular type of limited 
mentalization partially mediated the initial relationship between attachment and impulsive 
aggression. 
 
Whilst this preliminary evidence needs replication, it is suggestive of higher mentalization 
skills facilitating greater levels of psychological adaptation, both in terms of emotions and 
interpersonal interactions, to negative of stressful life events. The evidence also highlights 
the negative effect of mentalization where it has demonstrated an association between poor 
mentalization skills and psychopathology suggesting RF to be a mechanism of vulnerability 
in the development of mental ill health.   
2.6 Discussion of Part II 
During Part II of this section it has been established that mentalization is fundamental to the 
successful development and organisation of the self. Optimum attachment experiences, 
whereby a secure attachment style is formed in the individual, facilitate the mentalization 
skills of the individual whereby they can understand the intentions of themselves and others 
through the assessment of internal representations.  The ability to mentalize is crucial to the 
functioning and adaptation of an individual in terms of how they learn to regulate their 
emotions and conduct interpersonal interactions. As Fonagy, Gergely and Target (2007) 
point out,  
„The ability to give subjective meaning to psychological experiences becomes possible as a 
result of our developing ability for explicit and reflective understanding that others‟ (as well 
as our own) actions are driven by underlying mental states and the establishment of adaptive 
mentalizing strategies to reason about interactive experiences in terms of such mental 
states.‟ (p.288) 
 
As has been discussed, where early experiences foster an insecure attachment style in an 
individual it is hypothesised that their mentalizing skills will be limited. In evidence of this, 
empirical findings have shown lower RF scores to be consistently been associated with 
insecure attachment classification according to the AAI (Bouchard et al., 2008; Fonagy et al., 
1996; Fonagy, Steele et al., 1995; Macbeth et al., 2011; Ward et al., 2001). Lower RF scores 
have also been associated with higher levels of psychopathology (Bouchard et al., 2008; 




Recent evidence has proposed mentalization to be a mediator in the relationship between 
insecure attachment and outcome (Fossati et al., 2009), trauma and BPD (Fonagy et al., 
1996) and early life stressors and psychopathology (Ostler et al., 2010) where high RF skills 
are a protective factor in the subsequent development of disorder. Should it then be assumed 
that low RF is an indicator of a vulnerability within individuals that adversely affects their 
developmental trajectory? Further exploration of this is needed in terms of investigating how 
the facets of mentalization impede the developmental outcome and the ability to build 
successful interpersonal relationships of an individual. Mentalization research in adolescent 
psychopathology is limited so attempting to expand this area and understanding these 
processes within adolescence will be key considering this developmental period represents 
the start of abstract thinking where an individual learns to consider the mental states of 
themselves and others. Furthermore, it is a period where far more complex emotions and 
thoughts exist as the individual attempts individuation. If mentalizing skills have not 
developed or their capacity is limited, the individual is in a situation of extreme vulnerability 
whereby emotions and interpersonal interactions may threaten to overwhelm them. 
Understanding how and why mentalization can affect individual adaptation and their 
developmental trajectory is therefore of crucial importance in the investigation of adolescent 
psychopathology which is the focus of this study.   
Emotion Regulation 
70 
Part III – Emotion Regulation 
A critical appraisal of the emotion regulation literature in clinical adolescent populations 
3.0 Introduction – the concept of emotion regulation 
Gross and Thompson (1999) proposed a multi modal model of emotions. They propose that 
emotions arise when an individual is in a situation pertinent to their goals, are a complex 
bodily phenomenon involving changes in behaviour, physiology and subjective experience 
and intrude on an individual‟s awareness. Consequently, investigating how an individual 
regulates these emotions is a hugely diverse challenge. Indeed, within the literature there is a 
marked disparity between how each author understands and conceptualises the construct of 
emotion regulation (Cole & Deater-Deckard, 2009; Thompson, Lewis & Calkin, 2008) and 
that definitions are often implied and not stated (Southam-Gerow & Kendall, 2002; 
Thompson, 1994). In an attempt to unite the literature, Gross and Thompson (2007) 
highlighted the diversity in emotion regulation and that it should be considered as a 
continuum of processes ranging from, 
“…conscious, effortful, and controlled regulation to unconscious, effortless, and automatic 
regulation” (p.8) 
 
However, rather than investing the construct as a whole, studies are often broken down into 
the cognitive, affective and behavioural components of emotion regulation and dysregulation 
for pragmatic reasoning (Amone-P‟Olak, Garnefski & Kraaj, 2007). Indeed, traditional 
approaches investigating emotion regulation have had a strong cognitive behavioural focus 
where behaviour or cognitive efforts are utilised to control predominantly negative emotional 
experience (Gross, 1999). 
The difficulties in defining the construct of emotion regulation will undoubtedly have 
precluded both a complete knowledge base of this area and the collection and integration of 
literature. In fact, in a recent meta-analysis of emotion regulation strategies in 
psychopathology across normative and clinical samples, studies were included where 
emotion regulation, although reported, was not the main focus and still only 114 were 
available for full analysis over a 23 year period (Aldao, Nolen-Hoeksema & Schweiser, 
2010). A lack of definition suggests that the design and methodology of investigating 




In recent years, however, emotion regulation has been described as processes where an 
individual experiences their emotions and as such, is aware of and modifies the impact of 
their emotions on their behaviour and subsequent interpersonal interactions (Gratz & 
Roemer, 2004; Zimmerman, 1999). In fact, there are numerous stages at which regulatory 
efforts are made by the individual to change their emotional situation (see figure 3.1).These 
efforts can be made in the appraisal, experience of and expression of emotions plus changes 
made by the individual to their internal and external world. These areas are targeted in 
attempts to regulate undesirable emotions and are terminated once this has been achieved 
(Gross & Thompson, 2007).  
Appraisal in context 









Change in internal 
or external world
 
Figure 3.1 Diagram of the stages of emotion and the regulatory opportunities 
3.1 Early caregiver experiences and the development of emotion regulation 
The ability to regulate emotions using any of the aforementioned efforts is developed within 
the context of early caregiver interactions and was discussed in Part I. In brief, Bowlby 
(1969/1982, 1973, 1980) proposed that individuals learn to recognise, label and regulate their 
emotions within the relationship with their caregiver who by responding sensitively to their 
emotional states enables the individual to organise their emotions. This occurs within the 
context of secure attachment. Where non-optimal experiences occur, where an individual 
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develops an insecure state of mind with respect to attachment, they are unlikely to have had 
consistent or sensitive responses to their emotional states. Subsequently, these individuals 
are more likely to either over regulate their emotions in attempts to avoid possible emotional 
distress or under regulate them in an attempt to gain help from others to manage their 
emotional states. The proposition is that these strategies, in the face of developmental 
psychopathology, actually serve to exacerbate a difficult situation where maladaptive 
emotion regulation strategies are utilised more frequently by those with secure attachment 
compared to those with an insecure attachment who are more able to integrate their 
emotional experiences.   
 
This review was carried out because, to the authors knowledge, emotion regulation within 
the context of attachment has not yet been examined in clinical adolescent populations. 
However, studies investigating emotion regulation and adolescent psychopathology have 
been carried out although the number of studies is small. It was felt that reviewing the 
current evidence base would provide a foundation to understand the current 
conceptualisation of emotion regulation in mental health populations which this author could 
incorporate into the formulation that emotion regulation is the mechanism which accounts 
for variation between attachment and adaptation in clinical adolescent populations.  
3.2 Emotion regulation and psychopathology 
Difficulties in emotion regulation, or „emotion dysregulation‟ as the literature commonly 
refer to where interpersonal difficulties are evident (Cole, Michel & Teti, 1994), have long 
been associated with difficulties in mental health (Aldao, Nolen-Hoeksema & Schweiser, 
2010; Cole & Deater-Deckard 2009; Cole, Michel & Teti, 1994; Gross & Munoz, 1995; 
Mullin & Hinshaw, 2007; Sheeber et al., 2009; Southam-Gerow & Kendall, 2002). It is 
surprising, therefore, that the majority of research in this area has been conducted in 
normative samples with clinical populations yet to be comprehensively examined (Alink, 
Cicchetti, Kim & Rogosch, 2009). In addition, the evidence of emotion regulation within 
psychopathology has been predominantly of association. To further current understanding 
Lewis, Zinberg and Durbin (2010) argue that causality needs to be demonstrated in order to 
assess the integrity of the relationship between emotion regulation and mental health 
especially as there are few longitudinal studies that can provide confirmatory analysis 




Adolescence is key developmental stage to focus on here because, in addition to usual life 
stressors, individuals have to negotiate greater variability in intra and interpersonal 
difficulties. As Fonagy, Gergely, Jurist, & Target (2004) discuss, an individual has to 
integrate not just their own, but the thoughts, feelings and drives of others on a day to day 
basis thus involving multiple emotions and as a result, multiple attempts to regulate them.  In 
addition, Hunter et al., (2011) propose that the emotional and cognitive changes that occur in 
adolescence are the stage for adaptive or maladaptive beliefs about emotions. As adolescence 
is proposed to underlie a successful and pivotal transition to adulthood (Zimmerman & 
Cleary, 2006) the scarcity of literature investigating clinical adolescent populations is 
extraordinary (Scott Brown & Wright., 2003).  
The rationale for this part of section 1 was, therefore, to explore the empirical evidence of 
emotion regulation in clinical adolescent populations and highlight the challenges and 
difficulties that lie within this area. It will also outline that there are many challenges to 
overcome before a consistent and empirically grounded research base can be established.  
3.3 A critical appraisal of the emotion regulation literature in clinical adolescent 
populations 
The importance of understanding psychopathology in adolescence cannot be underestimated 
so, in an attempt to enhance the evidence base, this work will summarise the emotion 
regulation research conducted with clinical adolescent populations. A relatively broad search 
criterion was used and the focus was on empirical clinical studies only. Discussion of 
emotion regulation will focus on and critique the conceptual and empirical processes used by 
the authors in the hope of highlighting future theoretical and methodological directions.  
3.3.1 Methods  
A systematic search of four databases was conducted; Ovid MEDLINE ® (1996 to  May 
Week 4 2011), EMBASE (1996 to 2011 Week 15), PsychINFO (1987 to May Week 4 2011) 
and AMED (Allied and Complementary Medicine) (1985 to May 2011). The keywords used 
within the search were 1) “adoles$” or “young people” or “young person$” or “teenage” or 
“youth” 2) “affect” or “emotion$” or “regulation” or “alexithym$” and 3) 
“psychopathology” or “mental health”. This yielded 1526 papers and the following inclusion 
and exclusion criteria were applied. Inclusion criteria were: adolescent samples, clinical 
population and mental health difficulties. Exclusion criteria were: non mental health 
populations, populations with learning disabilities, samples of children (up to 12 years of 
age), adults (from 18 years on), population samples (from 16 years and above where no 
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distinction was made for age group), theoretical papers without a sample, papers without an 
English translation available  and studies not published in peer reviewed publications.  
This led to 70 papers deemed suitable for inclusion. After further examination of abstracts 
and full articles a further 25 did not meet inclusion criteria leaving 45 papers. The references 
of these papers were examined which led to the identification of an additional 16 papers 
leaving a total of 61 papers meeting inclusion criteria. 
3.3.2 Results 
The majority of adult emotion regulation literature investigates the processes and strategies 
an individual uses to try and regulate their emotions ( Gross & Thompson, 2009) and this 
was evident within research investigating clinical adolescent populations. Almost all studies 
focus on emotion dysregulation and the maladaptive strategies used by individuals and are 
analysed within a functional context (i.e. the outcome for these individuals or illness 
severity). The authors fall into three groups; those that investigate dysfunctional behaviour as 
an expression of emotion, those that investigate the cognitive processes associated with 
emotion regulation and those that look at emotional suppression as a strategy. The evidence 
found for each of these groups will be discussed below.  
 
3.3.2.1 Dysfunctional behaviour as an emotion regulation strategy 
Although the literature on emotion regulation within clinical adolescent populations is sparse 
the main body of work is on maladaptive behaviour as a form of emotion regulation. One 
group of behaviours hypothesised to regulate negative affect is self harm where it functions 
to release tension and depression (Nixon, Cloutier & Aggarwal, 2002; Ohmman et al. 2008), 
alter negative emotional states (Sim et al. 2009) and work as a form of emotional expression 
(Suyemoto & Macdonald., 1995). Of note, throughout the literature self harm has been used 
as an umbrella term to cover self injurious behaviour, non suicidal self injury or self 
mutilative behaviour (SMB).  
 
Nock and Prinstein (2005) developed a four factor model for SMB utilising a functional 
approach examining antecedent contextual influences on self harm. The model was made 
from four factors; positive and negative reinforcement, where the individual focuses on 
themselves and their internal state, and positive and negative social reinforcement, where the 
individual focuses on others. The authors proposed that engaging in SMB for automatic 
reinforcement can be either positive, in an effort to create a desirable physiological state or 
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lessen one. In a similar way, positive social reinforcement was proposed to be an attempt to 
create a reaction from others whereas negative social reinforcement was proposed to reduce 
social interaction and escape from interpersonal demands. When applied to their sample 
(n=108) of adolescents consecutively admitted to hospital, the negative automatic 
reinforcement factor was the most frequently endorsed reason for SMB, functioning as a 
mechanism to avoid their internal emotional states. In fact, almost double the sample 
endorsed automatic reinforcement compared to social reinforcement (24%-53% compared to 
6%-24% respectively) suggesting these adolescents focused more on their internal states than 
using other people to regulate their emotions. Yet before it can be concluded that engaging in 
SMB is to regulate negative affect within oneself some methodological issues need to be 
discussed.  
 
Nock and Prinstein (2005) sample description is reported by descriptive statistics only 
preventing a comprehensive analysis of methods. No details were provided about the reason 
for the adolescents‟ admittance to hospital leaving the reader unable to ascertain if SMB is a 
significant difficulty for the individual or a result of other, ongoing, mental health 
difficulties. Moreover, the authors reported the mean number of SMB incidents was 80 
(sd±132.2) in the previous 12 months per person but this, arguably, was not representative of 
the evident skew in the data where the range of SMB incidents was 1 – 745, the median 19 
and the mode was 2. Although distribution was not noted, arguably this mean could 
represent an inflation of SMB reported by individuals. For the development of their model 
Nock and Prinstein (2004) used confirmatory factor analysis where the authors 
acknowledged their small sample size and subsequently used goodness of fit indices which 
are less biased by sample size. However, the comparative fit index (CFI) was 0.90 which 
does not indicate a particularly good fit of the data to the model, particularly when the chi 
square was significant at 0.02
7
. These difficulties could be attributable to the high correlation 
between the four factors (r= 0.39 to 0.78) suggesting an overlap between the constructs of 
automatic and social reinforcement. These results should therefore be considered carefully.  
 
Self harm and suicide have common associations. Although the former is not always a 
precursor to the latter, it is certainly worth investigating any differences between the groups 
in the hope of identifying pertinent risk factors of suicide (Brausch & Gutierrez, 2010). 
Comparing adolescent suicide attempters to those with suicide ideation, Zlotnick, 
                                                     
7
 In recent work by Hu and Bentler (1999) a CFI of greater than or equal to 0.95 is now the accepted 
level of fit for a model where chi square must also be non significant.  
Emotion Regulation 
76 
Donaldson, Spirito and Pearlstein (1997) found that the attempters exhibited a greater 
number of SMB and higher levels of emotion dysregulation (effect size 0.71 and 0.68 
respectively) in comparison to suicide ideators. Similarly, Esposito, Spirito, Boergers and 
Donaldson (2003) find more frequent major self mutilation, anger and affect dysregulation in 
adolescents with multiple suicide attempts compared to those with a single attempt. Even in 
comparison to their adult counterparts, adolescent suicide attempters have been found to 
have significantly higher behavioural dysfunction including more frequent self injury, 
number of self injury types and more expressed anger (Zlotnick, Wolfsdorf, Johnson & 
Spirito, 2003). These findings demonstrate high levels of distress and emotion dysregulation 
in suicidal adolescents where maladaptive behaviour is employed to reduce negative affect. 
When this ultimately fails, it is associated with resulting suicide attempts.  
 
In keeping with the proposal that maladaptive emotion regulation strategies are expressed 
though maladaptive behaviour, other clinical difficulties have been examined. In the study 
by Zlotnick et al., (1997) it was helpful to have discharge diagnoses of suicidal adolescents 
within which to consider SMB and its possible co morbidity with other difficulties. Mood 
disorders were prevalent, with approx 51% of adolescents admitted classified as such. In 
fact, higher levels of mood disorders have also been found in multiple suicide attempters 
(Esposito et al., 2003). This would suggest behavioural emotion regulation may play some, 
as yet unexplained, part in the underlying mechanisms of mood disorders represented by the 
employment of dysfunctional strategies of self harm or suicidal behaviours to reduce 
distress. Indeed, dysregulation strategies were found in a bipolar disorder sample of 
adolescents (Goldstein, Miklowitz & Mullen, 2006). Despite this clinical group having the 
same reported social knowledge as healthy controls, the authors found that they exhibited 
significantly higher levels of inappropriate assertive or impulsive behaviours. Furthermore, 
Pencer and Addington (2008) found that the dysfunctional strategy of substance misuse 
predicted levels of negative effect and problem severity in adolescents with a first episode 
psychosis.  
 
Furthermore, Adrian et al, (2009) found that behavioural difficulties in response to 
experiencing negative emotions differentiated their sample of adolescents consecutively 
admitted to a psychiatry unit over 12 months. Poor impulse control was associated with both 
internalizing and externalizing difficulties. Of note, those who experienced solely 
internalizing difficulties had limited understanding, acceptance and management of their 
emotions in comparison to those with solely externalizing difficulties. These authors also 
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considered these psychiatric difficulties within a social context and found that relational 
victimization (e.g. exclusion from peer group), was associated with both the internalizing 
and externalizing groups. There were some limitations to the study. The data was 
correlational so the question of whether emotion dysregulation occurs prior to the onset of 
emotional difficulties or after such events remains unanswered. Evidence was also gathered 
using self report measures to retrospectively assess emotion regulation. Considering the 
sample was of recently hospitalised adolescents it may well represent a superficially high 
level of emotional intensity and expression. An outpatient psychiatric control group would 
have provided invaluable comparable information to ascertain the generalisability of these 
results within a clinical sample. As a strength, however, the authors did not classify 
individuals into specific clinical difficulties. They used thorough chart analysis and 
discharge summary to group individuals based on their overall levels of difficulty and made 
four categories; internalizing, externalizing, dual or no difficulties. This allowed for 
overarching conclusions to be drawn across mental health difficulties and permits analysis of 
psychopathology as an overall construct in which emotion dysregulation was found to play a 
role.  
  
Self harm and suicide have also been associated with difficulties in social contexts. When 
facing interpersonal difficulties, suicidal adolescents have been found to employ social 
withdrawal as a behavioural strategy in the face of interpersonal difficulties in attempts to 
regulate their emotions (Spirito, Overholser and Stark., 1989). Invalidating family 
environments have been directly linked to deliberate self harm in females, where self harm 
was described as a behavioural function to alleviate negative emotions (Sim et al., 2009).  
This relationship was also partially mediated by a lack of awareness and expression of 
emotions. On a protective note, however, Adrian et al, (2009) found family cohesion to be 
predictive of higher levels of adaptive emotion regulation. These behaviours suggest that 
social relationships influence the emotion regulation strategies employed by an individual 
and can predict both good and bad adaptation in clinical adolescent populations.  
 
Of methodological concern in this section discussing dysfunctional behaviour as a 
maladaptive emotion regulation strategy there is no information on any treatment received 
either prior to or during admission in any of these studies. This is key information to omit as 
therapeutic work could confound results particularly if therapy is targeted at acknowledging 
and reducing difficult or painful emotional states. In addition, only two studies, those 
conducted by Zlotnick, Donaldson et al., 1997 and Zlotnick, Wolfsdorf et al., (2003) used a 
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common measurement tool, the regulation of affect and impulses subscale from the 
Structured Interview for Measurement of Complex PTSD (SICP;  Pelcovitz et al. 1997) 
highlighting  the necessity to develop a well validated emotion regulation measure within 
clinical adolescent populations. 
 
Within this section there is evidence that dysfunctional behaviour is utilised as a maladaptive 
emotion regulation strategy in response to high levels of distress and interpersonal 
difficulties. Arguably, the individuals themselves consider these strategies as adaptive as in 
terms of regulatory efforts because they reduce negative emotional states.  
 
3.3.2.2 Cognitive processes as an emotion regulation strategy 
Cognitive emotion regulation can be understood as the conscious cognitive act of processing 
emotionally arousing information (Thompson, 1991; Garnefski, Kraaj & Spinhoven. 2002) 
although how this style of regulation becomes maladaptive has yet to receive extensive 
examination. When flexible thought processes allow for the integration of negative emotions 
it is considered adaptive emotion regulation. When cognitions exacerbate distress and are 
subsequently associated with psychopathology, they are considered to be maladaptive 
emotion regulation processes. Numerous styles of maladaptive cognitive emotion regulation 
strategies have been identified for example, rumination, self blame and denial to name some 
examples (Garnefski et al, 2002). Also considered maladaptive is the cognitive act of thought 
suppression which been associated with frequency of self harm in efforts regulate emotions 
and reduce unpleasant emotions (Najmi, Wegner & Nock, 2007). In this literature, however, 
the principal style of cognitive processing investigated in clinical adolescent samples was the 
association between maladaptive appraisal of emotions and psychopathology.  
 
Investigating the relationships between interpersonal trauma, cognitive distortions and non-
suicidal self injury (NSSI) in adolescent psychiatric inpatients, Weismoore and Esposito-
Smythers (2010) examined incidents of physical and sexual abuse by a caretaker, physical 
and sexual assault not by a caretaker and cognitive errors. These errors were classified as 
overgeneralization, catastrophizing, personalizing and selective abstraction. Whilst neither 
abuse nor assault was predictive of NSSI, cognitive distortions and a negative view of self 
were significantly associated with NSSI. Of note, when these factors were added to the non 
significant model of NSSI being predicted by assault, the model became significant 
suggesting that cognitive distortions and a negative view of the self mediate the relationship 
between assault and NSSI. In addition to these findings, the authors also found that an 
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increased frequency in distorted cognitive appraisal led to a higher propensity to use 
maladaptive regulation strategies. Formulating NSSI as a coping mechanism, whilst it does 
not facilitate adaptive functioning, it does help an individual reduce overwhelming emotional 
states into something that is felt to be manageable.  
 
In a study that compared clinical and control groups, Orbach et al., (2007) investigated the 
susceptibility to threat appraisal of three groups of adolescents; a non clinical control group, 
a group of suicidal in patients and a group of non suicidal inpatients. The authors found the 
two clinical groups perceived a problem solving task as more threatening than the control 
group. The hyper sensitivity to threat, in addition to higher hopelessness scores and a limited 
ability to generate solutions for the task were simultaneous predictors of suicidality. 
Interestingly, however, the significant effect of threat appraisal associated with suicidality 
(β=0.46 p<0.01) became non significant (β=0.07, p>0.05) when controlling for hopelessness, 
an unsurprising result when accounting for the fact that hopelessness explained 41.3% of the 
variance in threat appraisal scores.  Perhaps a misperception of threat moderates the 
development of psychopathology and it is, in fact, the appraisal of hopelessness that is more 
significant in relation to mental health difficulties. Indeed, the authors found that those who 
demonstrated higher threat appraisals were also those who had a low expectancy of their 
ability to manage or regulate their low mood. Furthermore, Carthy, Horesh, Apter and Gross 
(2010) found clinically anxious children (mean age 13.42 years) who experienced higher 
levels of threat appraisal than non anxious children (mean age 13.74 years) were less able to 
employ strategies of spontaneous or cued reappraisal. This finding perhaps reflects rigidity to 
the cognitive processing in clinical adolescent populations thus making them more sensitive 
to perceived threat and acts as mechanism of vulnerability when considering developmental 
psychopathology.  
 
Both of these studies highlight a central difficulty in assessing cognitive appraisal as both 
experiments were conducted in laboratory settings. This staged environment would not be 
reflective of an individual‟s environment. In the external world there is more exposure to 
ongoing challenges and perceived threat and that these experiences will be hugely diverse 
occurring in varied interpersonal, social and environmental domains. A further caveat to the 
research is that whilst Carthy et al. (2010) provided exclusion criteria of anti anxiety 
psychological and pharmacological treatment Orbach et al. (2007) did not provide 
information on potentially confounding variables of treatment being received by inpatients, 
their length of stay, indicative of illness severity, at the time of recruitment to the study.  
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The importance of investigating cognitive strategies of emotion regulation in naturalistic 
settings and looking at both the positive and negative effects was demonstrated by Amone-
P‟Olack et al., (2007). The authors investigated strategies employed by adolescents who had 
been abducted in Uganda in relation to post traumatic symptoms. Although this was not a 
formerly diagnosed clinical sample, the authors used a post traumatic symptom scale 
designed to parallel the DSM-IV criteria for PTSD (The Impact of Events Scale – Revised 
(IES – R); Weiss, & Marmar, 1997) and found 98% of their sample had clinically significant 
symptoms. Whilst this was a very specific study with limited genrealisability, the authors did 
find significant results in terms of cognitive appraisal. Denial was a significant predictor of 
internalising and externalising behavioural difficulties plus post traumatic symptoms. In 
contrast, planning and putting the situation into perspective were appraisals found to serve a 
protective function which were inversely related to post traumatic symptoms and 
problematic internalising behaviours. Of methodological note, however, low cronbach alpha 
scores in the sample led to the exclusion of four of ten cognitive emotion regulation 
subscales where reliability was less than 0.60. The questionnaires used (Cognitive emotion 
regulation questionnaire, CERQ; Garnefski et al., 2002; COPE; (denial subscale only) 
Carver, Scheier & Weintraub, 1989) had previously reported alpha‟s ranging between 0.68 to 
0.83 (CERQ subscales) and 0.71 (COPE; denial subscale). This lack of internal validity 
within the scales found by Amone-P‟Olack and colleagues (2007) had, however, also 
previously been found in an adolescent sample by Garnefski and Kraaj (2006) suggesting 
that these measures are perhaps unsuitable for clinical adolescent populations. 
 
Concluding this section, there is an evident association between maladaptive cognitive 
appraisals and developmental psychopathology but further work is needed to substantiate the 
evidence so far. Cognitive errors and sensitivity to threat appraisal appear to be two 
particular strategies increasing an individual‟s vulnerability to poor adaptation in the context 
of mental health difficulties and are areas for future consideration.  
 
3.3.2.3 Emotion suppression as an emotion regulation strategy 
The final category of emotion dysregulation found in the clinical adolescent literature is one 
concerning the labelling, accepting and expressing the emotions themselves. Difficulties in 
emotional language have been observed in adolescents with somataform disorder compared 
to healthy controls (Burba et al. 2006), self mutilation in adolescent girls (Lambert and de 
Man, 2007) and in individuals traumatised before the age of fourteen (van der Kolk et al. 
2005) but causality has not been determined (Taylor, 2000). This area of the literature 
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differentiates two components of emotional dysregulation; one focusing on the inability of 
the individual to access their emotional states and thus not understand them, and the other on 
efforts made by an individual to suppress the impact of their emotions on their thoughts, 
feelings and behaviours.  
 
Mechanisms that may inhibit an individual‟s understanding of their emotions have been 
found by O‟Kearney and Dadds (2005). The authors noted emotional language deficits, less 
use of emotional terms and difficulties explaining them, in a clinical population of 
adolescents with internalising and externalising disorders. In addition, Lambert & de Man 
(2007) found female adolescents who engaged in self mutilation experienced particular 
difficulties in identifying their emotions and differentiating them from their physiological 
states. Van Rijn et al., (2011) investigated the affective dysfunction of adolescents at risk for 
psychosis and found that in comparison to controls, this group demonstrated difficulties in 
identifying and verbalizing their emotional states. The authors also found that this was 
subsequently associated with impairments in social functioning. Arguably these are both 
areas which could be a clinical focus as markers of vulnerability within the developmental 
trajectory of these adolescents.  
 
Parallel findings have also been uncovered in anxious youths where they were significantly 
less able to understand their changing feelings or hide their emotions compared to controls 
(Southam-Gerow & Kendall, 2000). Also demonstrating an inability to regulate their 
expression of emotion are adolescents exhibiting suicidal behaviour who have reported 
significantly high levels of anger in terms of both intensity and frequency (Lehnert, 
Overholser & Spirito, 1994). Further evidence of adolescents with mental health difficulties 
not being able to regulate their emotional expression was found in a study by Sheeber et al 
(2009) who examined the intensity and duration of affective experiences in a sample of 
clinically depressed adolescents comparing them to demographically matched controls. The 
authors found those with depression experienced increased intensity of anger and sadness 
and a longer duration of anger. These results should be considered carefully, however, 
because they are based on the adaptation of semi-structured interviews where correlation 
between coders was r= 0.58 but ranged from 0.23 to 0.85. Such a large range indicates poor 
internal validity for the study measure and makes genrealisability difficult 
 
Zonnevylle-Bender, Van Goozen, Cohen-Kettenis, van Elberg and van Engeland (2002; 
2004) conducted two studies in 2002 and 2004 with female adolescents with eating disorders 
Emotion Regulation 
82 
in attempts to assess the ability of the individual to consider their emotional states when 
experiencing a mental health difficulty. The first study in 2002 reported the anorexic group 
scored higher on being unable to access their emotional state and significantly worse in 
labelling emotions than the control group, particularly when asked to free associate. In their 
second study, Zonnevylle- Bender and colleagues (2004) compared two female clinical 
groups with anorexia or internalizing difficulties to age matched controls and found slower 
processing and labelling of emotions within both the clinical groups. Furthermore, 
Zonnevylle-Bender et al. (2005) found that an adolescent eating disordered population 
demonstrated significant discrepancies between their reported emotional state and what their 
physiological state indicated where the participants reported more feelings of tension and 
depression than their physiological responses signified. There are two possible explanations 
for this, either the individual is reporting what they perceive to be the expected response 
from them or they have difficulty assigning an emotional label to the physical feelings they 
are experiencing, suggestive of inherent emotion labelling difficulties. For either of these 
hypotheses, the concealment of emotional states to either self or other is a key area for 
further research as repression of emotions have also been found in suicidal in patients (Apter 
et al, 1997) and can therefore be formulated to play a significant role in poor adaptation in 
adolescents with clinical difficulties. 
 
Difficulties in identifying and understanding emotions have been associated with 
developmental psychopathology.  Understanding emotions is a prerequisite for an individual 
to be able to regulate their emotions and where this is lacking, it has been found that an 
individual demonstrates impaired social functioning (van Rijn et al., 2011) and poor 
adaptation (Lambert & de Man, 2007). Studies attempting to delineate this concept would 
greatly enhance the current understanding of emotion dysregulation in adolescence.  
3.3.3 Review discussion 
Deficits in emotional language are common throughout psychopathology and the evidence 
for clinical adolescent populations in this review suggests the same. There are, however, a 
number of challenges throughout this literature that make interpretation of results difficult 







3.3.3.1 Lack of concept  
The lack of a unified construct of emotion regulation is highlighted within clinical adolescent 
populations. Not only do authors not state nor share their understanding of the definition of 
emotion regulation, focus is often only on one specific form of emotion dysregulation. In 
addition, it was evident in this review that emotion regulation was not the key concept being 
investigated by the majority of papers, rather it was recognised as a influential factor during 
secondary analysis (e.g. Apter et al., 2007; Brausch et al., 2010).  This lack of clarity and 
focus is not surprising given the complex nature of emotion regulation (Zeman, Cassano, 
Perry – Parrish & Stegall., 2007) with authors increasingly calling for a clearer definition of 
the construct (Lewis et al., 2010). This should be developed sooner rather than later 
especially as Compas (2009) highlights,  
“...the translation and application of scientific findings suffer when theory and research are 
divided by artificial boundaries between discipline and topical area.” (p.89) 
 
3.3.3.2 Functional approach 
This review also found that all studies included measured emotion regulation by functional 
or behavioural outcome such as the difference between suicide ideators and suicide attempter 
(e.g. Zlotnick et al, 1997) or the outcome of anorexia nervosa (e.g. Rastam et al., 2003). The 
practice of linking emotion dysregulation to specific symptomatology is a categorical, and 
although pragmatic, approach, it does not address the underlying issue that emotion 
dysregulation is evident across all forms of psychopathology (Cole & Deater-Deckard, 
2009). By focusing on one particular area of outcome authors are neither considering the 
mechanisms of how emotion regulation develops or functions within individuals nor how it 
transcends diagnostic categories to be an underlying mechanism in the context of both 
mental health well being or difficulties.  This functional approach also misses the 
developmental and social contexts within which emotion regulation takes place. Considering 
in day to day life an individual interacts with a number of family members, friends or 
acquaintances, all of whom can cause an emotional reaction within that individual, it is 
curious that only a handful of papers in this review considered emotion regulation within 
interpersonal relationships (e.g. Adrian et al., 2009; Nock & Prinstein, 2005; Schulz et al., 
2005; Sim et al., 2009) because even those people with extremely limited social networks 
still have to manage interpersonal interactions. Indeed, as Thompson et al. (2008) propose, 
emotion regulation should be considered a systemic process and therefore emotion regulation 





3.3.3.3 Methodological concerns 
A number of methodological issues became apparent in this review of clinical adolescent 
populations. Firstly, in terms of reported recruitment in this review, very little information 
was provided about methods used to identify suitable participants, where they were recruited 
from and how they were recruited. Participant response rate or drop out rates was also very 
rarely supplied. Both of these factors makes it difficult to replicate the studies and generalise 
the results. Small sample sizes were also common in this review with little discussion as to 
why this was the case. This may reflect inherent difficulties in recruitment or engagement 
within clinical adolescent populations or difficulties accessing suitable services. 
The well documented lack of instrument for emotion regulation in adolescence (Schuppert et 
al., 2010; Weinberg & Klonsky, 2009; Zeman, Klimes-Dougan, Cassano & Adrian, 2007) 
was mirrored in this review where there was little homogeneity to the research measures 
used across the studies. Moreover, the majority of measures used were self report 
questionnaires that bring their own limitations. In order to complete a self report measure on 
emotion and emotion regulation there is a presumption that the individual can understand 
and recognise the emotions they are being asked about as well as being able to recall and 
accurately describe this information (Aldo et al., 2010; Lewis et al., 2010; Messer & 
Fremouw, 2008). What is apparent in this review, however, is that adolescents experiencing 
psychopathology have difficulties accessing their emotional states resulting in probable 
inaccurate representations of their internal states.  Of course this could still remain a 
difficulty when using other methods (e.g. semi structured interviews or any free narratives 
used in analysis). 
 
Many studies adapted affect regulation subscales, without psychometric validation, from 
other measures in efforts to assess regulation (Esposito et al., 2003; Nixon et al., 2002; 
Zlotnick et al., 1997) as well as some studies utilising measures without external validation 
e.g. Nixon et (2002). By adopting these inconsistent measurement methods, the internal 
validity of studies is compromised (Vasilev, Beauchaine, Mead & Gatzke-Kopp, 2009). 
Without true validation of adjusted measures the conclusions that can be drawn from the 
research literature are limited. Indeed, the varying methods across all studies certainly 
question the generalisability of the results and also make replication near impossible.  
 
Finally, a number of studies were conducted within laboratory settings (e.g. Ladouceur et al., 
2005; O‟Kearner et al., 2005; Orbach et al., 2007; Rich et al., 2007) designed to challenge an 
individual into utilising their emotion regulation skills. Whilst this work has been valuable, 
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conducting research in naturalistic settings would further enhance our understanding of 
emotion regulation strategies in clinical adolescent populations.  
3.3.4 Review conclusions 
Although there are a number of challenges evident when attempting to investigate 
psychopathology within adolescent populations, there are ways to overcome them. For 
example the development of a vigorously validated emotion regulation measure for 
adolescents with mental health difficulties would make the construct easier to measure and 
generalise results across studies. Investigating larger groups of adolescents with mental 
health difficulties for more robust statistical analysis would also provide a much needed and 
improved evidence base. Different levels of analysis and mixed method design could also 
help delineate the construct of emotion regulation and any relationship with psychopathology 
(Weems & Pina, 2010). This would facilitate a move beyond correlations and associations to 
start investigating causal relationships and further our understanding of whether maladaptive 
emotion regulation strategies cause major social and emotional disruption increasing an 
individual‟s vulnerability to developing mental health difficulties. On the other hand, further 
investigation could also address if maladaptive strategies worsen as a consequence of mental 
illness and cause disruption in developmental trajectory of an adolescent. There is an 
obvious need to generate more empirical evidence looking at emotion regulation and mental 
health to determine associations and causality pathways. Longitudinal research is also of 
paramount importance in the ongoing work in piecing together this complex multi faceted 
construct (Lewis et al., 2010).  
3.4 Future work and implications for thesis 
This thesis aims to carefully analyse the construct of emotion regulation within an adolescent 
severe and enduring mental health sample in the context of psychological adaptation and 
outcome. Focus will be on extending the current literature by examining both internal and 
external functional and dysfunctional emotion regulation.  
 
As a final point, the author notes the lack of developmental framework proposed by any of 
these studies in which to explain the mechanisms of emotion regulation. As Kring and 
Bachorowski (1999) highlighted when theorising about developmental psychopathology, 
„…surprisingly little empirical evidence research has systematically examined the manner in 
which disturbed components of emotional processes interfere with adaptive behaviour in 




This thesis proposes that attachment experiences provide the foundation from which both 
successful, adaptive emotion regulation strategies and unsuccessful, maladaptive strategies 
develop (see Part I). Therefore, the examination of adaptation in mental health difficulties 




Part IV Social Support 
Further exploration 
4.0 Introduction  
Understanding social relationships and the support they provide to an individual is key to 
understanding adaptation and outcome within mental health. Adolescence is a developmental 
period that is vulnerable to the development of psychiatric disorders where deficits in 
psychosocial functioning play a key role in many disorders (American Psychiatric 
Association, 2000; Gowers et al., 1999) and social support has been associated with 
psychopathology in adolescence (Bergeron et al., 2007, Cohen, 2000; Falci & McNeely, 
2009; Parker & Asher, 1987; Sroufe, Duggal, Weinfield & Carlson, 2000; Ystgaard, Tambs 
& Dalgard, 1999). However, relatively little research has focused on how social support is 
involved in the development, maintenance of, and recovery from mental health difficulties. 
This is particularly the case for research into adolescence in comparison to that of adult 
literature (del Valle, Bravo & López, 2010). This lack of research could partially be due to 
the continuing acceptance that social support is an ill defined concept that needs specific 
clarification when being discussed (Barrera, 1986; Brugha, 1995; Cohen & Wills 1985; 
Smith & Anderson 2000) and whilst appearing to be a simplistic idea, it should, in fact be 
considered a truly heterogeneous concept. In attempting to demarcate the construct of social 
support, therefore, and in agreement with the proposal from Champion (1995), this thesis 
proposes that there are two components integral to social support that need exploration; the 
inner resources of the individual and the external social environment.  
  
Beginning with inner resources, this component is about the ability of the individual to 
organise their sense of self and other and to understand themselves and others as intentional 
beings with differentiating mental states. To recap, discussion in Part I highlighted the 
particular importance of attachment in the organisation of the self, where internal working 
models guide positive and/ or negative beliefs about the self and others which subsequently 
impact on an individual‟s ability to seek out, utilise and maintain social support (Collins & 
Feeney, 2000; 2004; Hazan & Shaver, 1987; Kobak & Sceery, 1988; Main, Kaplan & 
Cassidy, 1985). Furthermore, the ability of the individual to mentalize will also substantially 
impact on their efficacy within relationships. Whilst, to the author‟s knowledge, there is no 
empirical work investigating mentalization and social support within clinical adolescent 
populations, it could be expected that individuals without the ability to understand the mental 
Social Support 
88 
states of themselves and others would be compromised in their ability to form sustaining 
social relationships. Indeed, a lack of understanding in the beliefs, drives, emotions and 
behaviours of self and other would leave an individual vulnerable to misinterpret social 
information, cues and interactions leading to difficulties in interpersonal relationships.  
 
In addition to the formulation of attachment and mentalization predicting an individual‟s 
perception and use of social support, there is also the possibility of social support affecting 
the relationship of attachment and mentalization with respect to an individual‟s adaptation to 
mental health difficulties. Indeed, there is evidence that some forms of social support, such 
as peer relationships (Bosquet & Egeland, 2006) and social competence (Cooper et al., 1998) 
which have been found to mediate the effects of attachment on psychological adaptation. 
Consequently, understanding the reason why an individual has a lack of successful social 
relationships is crucial in determining how and why these patterns persist (Champion, 1995). 
To do this, however, the second component of social support needs to be considered;  the 
external social environment of the individual which will form the main discussion within this 
section. This component relates to the availability of support available to the individual 
within their environment. This covers the source of support, how much support can be found 
and the quality of the support provided (Brugha, 1995; Champion, 1995; Pernice-Duca , 
2008). These three factors combine to aid an individual in their navigation of the social 
environment and need further investigation.    
4.1 Source of support 
Hinde (1979) proposed that personal relationships develop through multiple and continuous 
social interactions over time and have behavioural, emotional and cognitive features and 
consequences. These relationships can take numerous forms and exist when interactions are 
shared between at least two individuals (Bretherton, 1992) with diverse groups of individuals 
potentially able to provide social support (Ystgaard, Tambs & Dalgard, 1999). Central 
sources of support are considered to be family, peers, partners, teachers and colleagues who 
all provide varying levels of support as an individual make transitions throughout life. These 
relationships have been found to impact on mental well being and risk behaviours in 
adolescents (Walsh, Harel-Fisch & Fogel-Grinvald 2010). In addition, the type of support 
each offer can vary across the provider (del Valle et al., 2010). In fact, mental health users 
have reported social relationships to be both supportive and harmful (Green, Hayes, 
Dickinson, Whittaker & Gilheany, 2002). It has been found, however, that those who receive 
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social support are in better health than those who do not (Broadhead et al., 1983; Cohen & 
Wills, 1985).  
 
In terms of identifying sources of support in adolescence, Newcomb and Benter (1988) 
conducted an 8 year follow up study investigating adolescent transition to adulthood. The 
sample included 654 adolescents and using structural equation modelling, the authors found 
that social support significantly predicted levels of difficulty and emotional distress in 
adulthood. Based on good relationships with parents, family, other adults and peers, social 
support was found to decrease problems with drugs, family, psychosomatic complaints, 
work, health, relationship difficulties and emotional distress in young adulthood.  Also 
perceived social support from family, friends and teachers is associated with higher self 
esteem in adolescence (Greenberg, Siegel & Leitch, 1983; Ikiz & Savi Cakar, 2010; 
Veselska, Geckova, Gajdosova, Orosova, van Dijk & Reijneveld, 2010; Weber, Puskar & 
Ren 2010).  
 
Gavazzi (1994) investigated perceived support in adolescence and found that family and peer 
support can interact and that this should be an important consideration in future work. For 
example, it has been proposed that one could compensate for deficits in the other i.e. peer 
relationships „buffering‟ the experience of negative parenting in adolescents with 
behavioural difficulties (Landsford et al., 2003). To address the question of the importance 
of peer versus family support, del Valle and colleagues (2010) assessed how each developed 
as a source of support during adolescence. Their results were noteworthy, where they found 
that a significant decrease in the perceived emotional support received from parents 
corresponded to a significant increase in perceived emotional support from peers. These 
results replicated similar patterns found in other studies where peer support has increased 
over this developmental period (e.g. Cheng & Chan, 2004; Garnefski & Diekstra, 1996; 
Klineberg et al., 2006). Of note, del Valle et al, (2010) found that instrumental support did 
not change so rather than the parent not providing practical help, the adolescents perceived 
their parents to be emotionally distant which led to lower perceptions of support. These 
findings, demonstrating the importance of peer relationships in providing social support, 
warrant further consideration because adolescents have expressed a preference for help 
seeking to friends when experiencing mental health difficulties (Kelly et al., 2006; Wright et 
al., 2005) and experience lower levels of distress when utilising support from an immediate 
circle of friends (Fagg et al., 2008). 
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4.1.1 Peer relationships  
Individuation is a key developmental process to focus on when considering adolescence and 
social support. It is a normal and necessary stage whereby the individual establishes 
themselves independently of their caregivers and is a process considered essential for normal 
development (Blos, 1967). Separating the self from others, however, increases an 
individual‟s developmental vulnerability due to a reorganisation of the self and a substantial 
jump in maturation. Peer relationships subsequently become even more important during this 
stage (Levendosky et al., 2001) and although many will be temporary and exploratory, many 
will last and become permanent sources of influence. As more weight is placed on social 
qualities, adolescents begin to value the positive opinions of others which are key in the 
development of self concept and self esteem (Ikiz & Savi Cakar, 2010). In addition, peers 
become the providers and recipients of social, emotional and practical support that can 
facilitate reflection within adolescence (Chen, Cohen, Johnson & Kasem, 2009; Schofield & 
Beek, 2006) and these relationships are hypothesised to help an individual negotiate a 
successful transition to early, middle and late adulthood.   
 
Examining the protective nature of peer relationships, Levendosky, Huth-Bocks and Semel 
(2002) examined negative life events of family violence and child abuse in relation to mental 
health functioning in adolescents. They incorporated an additional step examining the 
proposed mediator variable of perceived social support from peers. The authors examined a 
community population of 111 adolescents (mean age 14.86 sd±0.84) and found that whilst 
domestic violence and child abuse predicted 47% of the variance in adolescent depression, 
social support moderated this outcome. Higher social support levels were associated with 
higher satisfaction with best friend relationships across individuals who had experienced 
both low and high levels of domestic violence or child abuse. Higher satisfaction then 
moderated the impact of depression in the individual. These results highlight the potentially 
protective nature of close friendship support when adverse life events have been 
experienced. As further evidence Rigby (2000) investigated the effect of social support on 
845 non clinical adolescent‟s well being. The authors found overall support from peers was 
significantly correlated to higher levels of well being for both sexes (r=0.18, p>0.01 males;  
r=0.35, p>0.001 females) and highlighted that for girls, relationships with best friends and 
classmates were associated with more perceived social support. These results should be 
considered carefully, however, as the author utilised a non validated social support measure 




The damaging nature of poor peer relationships has also been demonstrated in the literatre. 
Perceptions of peer rejection during childhood has been significantly related to subsequent 
mental health problems in young adulthood (Roff, 1990), peer victimization in adolescence 
has been linked to maladaptive development (Hawker & Boulton, 2000) and also functions 
as a source of continuing stress for its victims. Stadler, Feifel, Rohrmann, Vermeiren and 
Poustka (2010) investigated mental health difficulties within the context of peer 
victimisation proposing that social support could act as a buffer. The authors found that peer 
victimisation was significantly associated with mental health difficulties (β=0.08,p<0.05) in 
their sample of 986 adolescents (mean age 14.68, sd±1.64) and confirmed their hypothesis 
finding that social support significantly reduced the negative effect of peer victimisation (β=-
0.27, p<0.01).  
 
Parker and Asher (1987) found that rejection rather than neglect in adolescent peer 
relationships caused later adult dysfunction on terms of criminality and psychological health. 
From the results, the authors noted a similar type of error, false positives, throughout their 
data. More children were classified as at risk of developmental dysfunction yet did not go on 
to develop any difficulties. This could have been due to methodological design where the 
authors investigated a number of studies and combined individual, peer and teacher rated 
assessments of social support.  They also investigated school, clinical and high risk 
populations and combined their conclusions across all three groups. Nevertheless, the study 
highlights the need to investigate previous rejection in relationships and how it affects 
individuals in their current relationships and daily functioning. 
 
Proposing that peer relationships play an integral role in psychosocial development, Chen et 
al. (2009) conducted a study investigating peer relationships and the psychiatric status of two 
hundred 17 year old adolescents and followed them  up at age 29 conducting narrative 
interviews of their transition to adulthood. From these two age points the authors measured 
the amount of peer contact and peer conflict each individual had and the type of disorder if 
they had a psychiatric illness. The scale of contact was measured on a 0-99 range where 0 
indicated contact with peers of no more than twice a year (in any form e,g. email, telephone, 
face to face), 50 indicated twice weekly contact and 99 indicated daily contact with peers. 
The authors devised a similar scale for peer conflict where 0 indicted no conflict, 50 
indicated some arguing/ bickering but resolution of conflict and 99 indicated severe conflict 
where there was the threat of or actual psychological or physical abuse.  Demonstrating the 
strength and lasting effects of peer relationships on an individual‟s later development, Chen 
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and colleagues (2009) found that at 17 years old, their participants had an average daily 
contact with their peers ( =93.87 SD±19.40) that reduced to twice weekly contact (x̄ 
=74.32, sd±18.00) by the age of 29. The number of episodes of  conflict at age 17 was one of 
moderate but substantially varying levels of conflict (x̄ =29.1, sd±15.3) which reduced as the 
participants got older ((x̄ =23.2, sd±13.2). Peer contact was significantly associated with peer 
conflict during transition to adulthood (β=26.15, p<0.001) and this was also reflected in the 
adolescents who had a psychiatric disorder at age 17. Those with a history of adolescent 
major depressive disorder, substance abuse or disruptive behaviour reported significantly 
more conflict in combination with more peer contact as adults. This suggests that peer 
conflict somehow plays a role in maintaining psychopathology from adolescence to 
adulthood. For example, in this sample disruptive behaviour predicted peer conflict even 
when peer contact was controlled for (β=7.92, p<0.0045). Finally, providing evidence of the 
supportive nature of peer relationships in adolescence, Chen et al., (2009) found that in 
anxiety and depression disorders were associated with higher levels of peer contact perhaps 
suggesting a higher level of help seeking within these individuals where support is more 
frequently needed and sought. Indeed the results for anxiety disorders demonstrated 
increased peer contact which was significantly associated with reduced peer conflict (β=-
0.096, p<0.0001).  
 
Certainly the results in this section highlight the influential nature of peer relationships and 
the importance of exploring them in adaptation to psychopathology in adolescence.  
4.1.2 Family relationships 
Whilst individuation is undoubtedly important it should be remembered that success does not 
mean a comprehensive break away from the parents, rather a restructuring of the relationship 
where primary attachment figures still ideally serve as a source of support and security. It is 
therefore essential not to discount these relationships when considering sources of social 
support. Collins and Feeney (2000) proposed, estimated and tested a model of social support, 
support seeking, caregiver quality and perception of support and found an impressive fit to 
their data (CFI=1.00, x̄ (6, 93)=3.73, p=0.71). It demonstrated that individuals who rated 
their stress as higher sought help more directly. This was met with more care giving 
behaviours that individuals perceived as more supportive resulting in better mood. Indeed, it 
has been proposed that, in fact, parents remain important in personal contact (Meeus & 
Dekovic, 1995). Furthermore, Stadler and colleagues (2010) found that high levels of 
parental support offered protection against maladjustment in their adolescent sample, In 
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addition, when dividing the groups into age groups of 11 – 14 and those aged 15 – 18, 
parental support moderated the effect of victimisation more in the older group. These results 
also highlighted the ongoing challenges of individuation. For example, older adolescent 
females rated no benefit from parental support yet those who had been victimised by their 
peers were at higher risk of developing mental health difficulties due to lower rated levels of 
parental support.  So on the one hand, individuals are trying to gain independence yet still 
need to perceive support from their parents.  
 
The importance of social support provision in formative years should not be underestimated. 
Champion, Goodall and Rutter (1995) reported a prospective study where social support was 
compared from children aged 10, interviewer based assessment of a range of family and peer 
relationships, to the same individuals 20 years later. The adult sample completed the 
significant others scale (SOS: Power & Champion, 1988) to assess the perceived and ideal 
ratings of support from up to six individuals identified by the participant. The measure 
covers both emotional and practical support and incorporated at least one close relative and 
one close friendship. The measure also records the actual and ideal levels of support received 
and the discrepancy between the two scores. As Champion et al., (1995) reports, the better 
quality of relationship with the mother when participants were aged 10 was significantly 
correlated to the perceived and ideal support rated 20 years later. This was also found to be 
similar for fathers. Of note, peer relationship difficulties in childhood were associated with 
higher levels of discrepancy between actual and ideal levels of social support recorded by 
participants when they were adults. Arguably, the level of dissatisfaction or frustration with 
interpersonal relationships in childhood was integrated into the internal working models of 
these individuals and this perpetuate on into adulthood.  
 
Indeed, a lack of social support from parents has been associated with higher levels of 
psychopathology (Reicher, 1993), been predictive of depressive symptomatology (Kandal & 
Davies, 1986; Windle, 1992) and drug abusing behaviour in youths with multiple adjustment 
disorders (Beitchman et al. 2005). Similarly, Stice and Randall (2004) found that deficits in 
parental support predicted the onset of a major clinical depression in their sample of 496 
female adolescents without mental health difficulties (OR=0.46, p=0.001). In terms of 
perpetuating difficulties, these authors also found that a diagnosis of major depression in 
adolescence also predicted decreases in perceived social support from peer relationships (β=-




Sheeber et al, (1997) examined family functioning and adolescent depression in 421 families 
over a one year time period. Using structural equation modelling the authors found that a 
lack of family support was significantly associated with depression in adolescence at both 
baseline and follow up (β=-0.41, β=-0.41 respectively) demonstrating that a lack of social 
support predicts depressive symptomatology. In terms of methodology, the authors noted 
significant chi square results, thus suggesting covariance within the model, but demonstrated 
a good fit of the model using fit indices of CFI = 0.97 and NNFI = 0.96. Importantly, the 
authors also looked at directional pathways and found the depression in adolescence did not 
predict perceptions of family support at follow up. This is suggestive of social support being 
an antecedent in the development of psychopathology in addition to being a risk factor in 
maintaining difficulties. Indeed, whilst Needham (2008) found that during the transition to 
adulthood from adolescence, there was an initial inverse relationship at adolescence (mean 
age 15.28 years) between lower depression and increased parental social support yet by the 
end of the transition period (mean age 21.65 years) those who had experienced an increase in 
depressive symptomatology reported lower levels of social support from their parents.   
Indeed, it can be concluded that similarly to peer relationships, an adolescent‟s perception of 
the support they receive from their parents appears to be important in their development and 
adaptation to psychopathology.  
4.2 Amount of support 
The amount of support and individual utilises in their external social world is also important 
considering that a deficit in social support can act as a stressor in itself (Champion, 1995).  
Higher perceived satisfaction has been correlated to size of support network where more 
numerous avenues of support led to higher ratings on social support measures (Priel & 
Shamai, 1995). Falci and McNeely (2009) suggest that there is an optimum size for 
adolescent social networks which is approximately nine individuals based on a general non 
clinical adolescent population (n=9097). The authors found that as networks increased above 
this number or decreased below this number higher levels of depression were recorded. The 
amount of strain placed on an individual to maintain large networks could well account for a 
decrease in mood whereas those with fewer friends may not have a sense of belonging and 
feel that they lack support from their friends. Indeed, the authors found the perception of 
social relationships mediated the effects of depression (e.g. reduced the reporting of 
depressive symptoms) but only where networks were smaller, not where they were too large. 
Considering that mental health difficulties are associated with smaller social networks 
(Goldberg, Rolling & Lehman, 2003) the effect of perceived support in mediating any 
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negative effect of depression in smaller social groups should be considered in future work. 
For example, the social network sizes in adult schizophrenia tend to average about five 
individuals and are less likely to involve family members (Pernice-Duca, 2008) so 
examining the perceived support this group may or may not have felt would provide some 
answers to how the mechanisms of social support functions for the individual.   
 
Thorup et al (2006) proposed that both qualitative and quantitative social relations are 
important for mental and physical health suggesting that decreased social contacts increase 
mortality rates in individuals with mental health difficulties. The authors found social 
network size, specifically small networks, were associated with longer duration of untreated 
psychosis, poor premorbid adjustment and negative symptoms. Interestingly, and in contrast 
to stigma research, neither service use nor psychotic symptomatology influenced network 
size. This lack of relationship between symptomatology and network size indicates that there 
are alternative reasons behind the association of mental ill health and the size of networks. 
One such argument could be that individuals could have smaller networks before the onset of 
psychopathology, perhaps a premorbid adjustment prior to the onset of difficulties, as seen in 
the onset of psychosis (Davidson et al., 1999; Larsen et al., 2004). As further evidence to this 
proposal, Thorup et al., (2006) also indicted that number of friends at entry into service 
predicted the number of friends at follow up 2 years later. Moreover size of support network 
was also examined in a study by Kandal and Davies (1986) who found that, despite illness, 
depressed adolescents managed to maintain their circle of friends throughout their illness. 
However, no mention was made of the quality of these friendships by the authors. The 
perception of the adolescent about the level of support received from their friend could 
equally have been one of satisfaction or dissatisfaction, therefore precluding the ability to 
draw conclusions about the quality or the function of social support. This study highlights 
how considering social support by size only can lead to a lack of answers in understanding 
how this mechanism works. To resolve this, the qualitative nature of social relationships 
needs to be investigated in addition to the quantitative. Indeed, the discussion to this point 
has highlighted the importance of the source of support and amount of support whereby 
smaller networks and a lack of support from both family and peers can lead to difficulties in 
adaptation within adolescent. The third element of related to the external social environment 
requiring investigation is the quality of the support received in terms of both the amount and 
how satisfactorily it is perceived. 
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4.3 Quality of relationships 
 In a seminal longitudinal study conducted by Skolnick (1986), following participants for 40 
years from infancy, it was found that the quality of childhood relationships significantly 
predicted the quality of adolescent peer relationships that subsequently predicted the quality 
of adult relationships and their psychological health. Indeed, Champion (1995) states that 
poor quality relationships predispose an individual to future relationships of a similar nature. 
„Quality‟ in these studies refers to the amount of satisfaction an individual has with the 
support they receive.   
 
In the case of familial relationships, the premise is that supportive relationships develop with 
the context of early attachment relationships where, in the optimum experience, the infant 
experiences their caregiver as both available and responsive to their needs. The individual 
forms internal working models on which to guide future interpersonal experiences which 
continue on into adolescence and adulthood. When parents are not available to their children 
to provide support, provide inconsistent responses or reject support seeking attempts 
difficulties arise for the adolescent and any distress they may be experiencing. For example, 
inter parental conflict has been associated with increased psychopathology in young adults 
(Neighbours, Forehand & Bau, 1997). An example of limited parental support is when 
parents are experiencing a mental health difficulty themselves. Certainly adolescents who 
have parents with psychopathology have also been found to be developmentally vulnerable 
to mental health difficulties themselves (Beardlee et al., 1983).  
 
Using a sample of 40 adolescents (mean age 13.98 years, sd±2.14) who had either a mother 
(n=33) or father (n=7) with mental health difficulties, Hoefnagels Meesters and Simeon 
(2007) investigated adolescent symptomatology. In adolescents with psychiatrically ill 
parents the authors found perceived stress and negative social support from parents were 
found to predict psychopathology levels in the adolescents and accounted for 50% of the 
variance.  Roustit, Campoy, Chaiz and Chauvin (2010) also found that a lack of parental 
emotional support, a lack of  extra familial social support and low self esteem was found to 
mediate the relationship between parental psychological distress and adolescent internalizing 
disorders (β=-0.14, β=-0.17, β=-0.44 respectively). In fact the direct relationship between 
parental distress and internalizing disorder was fully mediated when a lack of social support 
was added in (β=0.17, p<0.001 reduced to β=-0.05, p>0.05). A potential coping mechanism 
for dealing with parental mental health difficulties was suggested by Werner (2003). The 
author conducted a longitudinal study following participants for 32 years who had been 
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exposed to parental psychopathology, family environments with chronic discord and high 
levels of poverty found that the most resilient of this at risk sample were those individuals 
who looked for and discovered social and emotional help outside their own family (see 
Werner 1993 for comprehensive findings). Arguably, these results were echoed by 
Hoefnagels et al., (2007) who found adolescents perceived social support independently of 
their parents and is a reflection of adolescents looking outside their parents for emotional and 
practical support.  
 
A further consideration when assessing the quality of social support is that of reciprocity. 
Pearlin (1985) suggested that when an individual cannot reciprocate in a relationship, a 
„caring debt‟ develops which can become a major source of stress for that person. Indeed, the 
low self esteem associated with depressed patients has been found to result in them focusing 
on the negative side of receiving support (e.g. they will be unable to repay a caring debt) 
(Parry, 1988) thus resulting in them reporting being less likely to use or accept support. 
Reciprocity in social relationships is particularly emphasised in peer relationships during 
childhood and adolescence where individuals feel validation in both offering and receiving 
support. This has been highlighted in the study by Kelly and Jorm (2007) who asked 
adolescents to hypothetically consider what they would do if a friend had mental health 
difficulties. The main response was to offer social support (e.g. listening to them), offering 
advice or helping them to distract themselves from the problem. Adolescents who were not 
comfortable providing social support demonstrated a desire for distance from peers and 
demonstrated poorer social skills than those who were comfortable answering the question. 
This may reflect a certain amount of self awareness in individuals about how much they 
believe others will or will not benefit from support they endeavour to provide. On the other 
hand, if self isolation is their strategy to avoid providing support, however, these individuals 
may find their social support systems shrinking and isolation itself becomes problematic as 
reciprocity decreases.  
 
The concepts of both satisfaction with and reciprocity in social support were examined in a 
sample of young adults with schizophrenia (age range 18 – 30 years) by Angell and Test 
(2002). The authors recruited a sample of 87 individuals who were already enrolled in a long 
term assertive community treatment program and followed them up at 6 monthly intervals 
from entry into the service until the end of a seven year period. What is reported here are the 
results of assessment at 18 and 24 months into the study. Satisfaction with social support was 
significantly associated with the size of network and reciprocity within the relationship at 
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both time points into service. In terms of clinical relevance, the authors also found that both 
social support and reciprocity were negatively associated with positive symptoms (e.g. 
thought disturbances) where reciprocity and satisfaction decreased as symptomatology 
increased. This could be a reflection of the increasing „caring debt‟ an individual experiences 
as clinical difficulties limit their ability to reciprocate support within the relationship. This 
perceived caring debt could exacerbate the difficulties in an individual‟s functioning where 
the stress of not being able to reciprocate in relationships make them more vulnerable to 
psychopathology. If this is the case, a consequence could be them isolating themselves from 
this source of stress so at the same time withdraw from their social network at the expense of 
any benefit it may also be providing.  
 
Of methodological consideration, in many studies the „quality‟ of relationships is rated or 
measured by persons other than the one receiving the support for example, parents for their 
children (e.g. Kobak, Sudler & Gamble, 1991) or teachers for their pupils (e.g. Parker & 
Asher, 1997). These are perilous conclusions to draw on if reporting on social support as it 
assumes satisfaction or dissatisfaction rather than evidencing it. Subjective reports of social 
support would certainly enhance empirical work.  
 
It is evident that the quality of relationships plays a significant role in the adaptation of 
adolescents. Parents with mental health difficulties, interparental conflict and a lack of 
emotional support have been associated with developmental psychopathology particularly in 
adolescence. Coping mechanisms in adolescence are suggested to be seeking support outside 
the family, perhaps providing an answer as to why peer relationships are so important in this 
developmental stage.  In addition, there is evidence to support the proposal that adolescents 
value their ability to provide support in their interpersonal interactions. This can then 
become a source of dissatisfaction for them if they are unable to fulfil this role. However, 
further investigation is needed to explore if the inability to reciprocate in social relationship 
is a result of a developing mental health difficulty or whether it precedes symptoms and acts 
as a source of stress for the individual and becomes a potential risk factor. 
4.4 Models of stress and social support 
Stress and social support are inextricably linked both in research and theory. Indeed, access 
to social support has been found to mediate the effects of perceived stress (Friedlander, Reid, 
Shupark & Cribbie, 2007) with higher levels of support reducing stress (Norris & Murrell, 
1984). This is important as increased psychological well being has been found to be 
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correlated to lower levels of stress (Winefield, Winefiled & Tiggerman, 1992). Further to 
this, in the relationship between psychological well being and lower levels of stress, adding 
social support has been found to double the explained variance accounting for an 
individual‟s well being (Winefiled et al., 1992).  
4.4.1 Life events 
Compas (1987) hypothesised that life events have an effect on the life, coping and 
developmental skills of an individual and believed such events are more pervasive during the 
developmental trajectory of adolescence. Negative life events are defined by the demands 
they make on an individual and Ayer and Hudziak (2009) proposed that the difference in the 
stress and impact on an individual is dependent on whether life events are acute or chronic.  
The authors propose that in adolescence negative life events have more impact on their 
levels of stress and the development of mental health difficulties than in adults. These are 
findings similar to those of Cohen and Wills (1985) in the general population, who postulate 
that stress may not arise from a single event but could be a cumulative problem increasingly 
testing the coping resources of an individual. They propose that when an individual feels 
they cannot cope the mechanisms of social support can protect them from the development 
of a pathological outcome. However, this same situation also makes them vulnerable to 
experiencing a „caring debt‟ where in interpersonal relationships they cannot support others 
or a loss of self efficacy where the failure to cope is attributed to self and internalised.  
 
There is evidence, albeit limited, demonstrating a relatively robust association of major 
negative life events predicting mental health difficulties in adulthood but research in 
adolescence has been rare (Compas, 1987; Ystgaard et al., 1999). Ystgaard et al., (1999) 
attempted to address this by conducting a longitudinal study investigating 211 high school 
adolescents at two time points, baseline and an 18 month follow up. The authors found that 
long lasting adversity in the previous 12 months predicted higher levels of distress in both 
males and females (β=0.23 and β=0.29 respectively). Debating the effect of acute or chronic 
negative life stressors, where acute events have a clearly defined beginning and end and 
where chronic events have an insidious start and remain ongoing, these results should be 
delineated further. The „long lasting adversity‟ checklist used by the authors incorporated ten 
broad categories that were considered chronic life events (e.g. problems with friends, 
studying pressure), that were rated to cover the proceeding 12 months.  The findings in this 
study of chronic negative life events having a significant effect on levels of distress are 
certainly in accordance with a proposal from Compas (1987) who suggested adolescents are 
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significantly more affected by ongoing difficulties than „one off‟ acute events in the context 
of mental health difficulties. Indeed, the impact of the life event on the young person‟s 
functioning needs to be considered and what the likely risk is for lasting change or the 
development of psychopathology (Champion 1995).  
 
Unfortunately there are few prospective studies investigating life stress and later dysfunction 
in both adulthood and adolescence even though negative life events have been found to 
significantly relate to poor clinical outcome in depression (Brugha, Bebbington, Stretch, 
MacCarthy & Wykes, 1997). However, a review of child and adolescent literature 
investigating stress, life events and the development of psychopathology, Compas (1987) 
concluded that, at most, life events only counted for approximately 15% of the variance in 
symptoms. Conversely, Kobak, Sudler and Gamble (1991) found a moderate association 
between negative life events and depression in adolescent although these latter results should 
be considered carefully because the life events were those reported by the mothers‟ of the 
teenagers, not the adolescents themselves. Undoubtedly, some adolescents are less likely to 
report negative events to parents nor indicate the true experience of distress from them. This 
may result in parents either not knowing about all potentially disadvantageous events or 
misinterpreting the impact they have on their adolescent.   
4.4.2 Stress ‘buffer’ hypothesis – a protective mechanism 
A stress „buffer‟ hypothesis has been endorsed (Aneshensel, 2009; Cohen & Pressman, 
2004) whereby social support is proposed to have a differential effect on the well being of an 
individual dependent on the level of stress being experienced (Huang, Sousa, Tsai & Hwang, 
2008; Frank et al., 1997). This model primarily suggests that social support is related to well 
being only when the individual is experiencing distress. In comparison the main effects 
model suggests that social support is helpful regardless of whether someone is experiencing 
stress or not (Cohen & Wills, 1985). For the purposes of this piece of research focus is on the 
stress „buffer‟ model considering all adolescents included will be experiencing a mental 
health difficulty and consequently, higher levels of stress. Cohen and Wills (1985) propose 
that social support can intervene at two time points and help reduce the stress experienced by 
the individual. The first one is at the appraisal stage where a potentially stressful event has 
occurred and the individual is trying to make sense of it. They utilise social support to help 
them interpret, cope with and or redefine the situation. The second time point is after an 
event as been processed as stressful and the individual relies on sources of support to help 
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them manage their emotional response and or help find a solution to the difficulty. In this 
way, the function of social support is to alleviate the impact of the stressful situation.  
 
Higher levels of perceived social support are associated with adjustment and health 
outcomes (Sarason, Pierce & Sarason, 1990), increased well being (Lindberg & Swanberg, 
2006; Suldo & Schaffer, 2008), quicker recovery from psychopathology (Johnson, Mayer, 
Winett & Small, 2000) and decreased likelihood of relapse (Cohen, Hammen, Henry & 
Daley, 2004). For example, support from friends and family was perceived as beneficial in 
both disturbed and non-disturbed adolescents in a large sample of high school students 
(n=497) (Steinhausen & Metzke, 2004). In addition the authors also found that peer 
acceptance was found to be a protective factor in internalising disorders and a compensatory 
factor in internalising disorders.  
The effect of social support on mental health was negatively associated with stress in a 
university population of 1257 participants (Bovier, Chamot & Perneger 2004). The authors 
found that internal resources of the students „buffered‟ the impact of stress on mental health 
and there was significant association between higher levels of social support and lower levels 
of mental health difficulties. Furthermore, Langeland and Wahl (2009) found that whilst 
social support did not predict change in mental health symptoms in an adult clinical 
population it did find it improved an individual‟s sense of coherence (ß=0.32, p=0.016) thus 
linking back to the aforementioned inner resources of the individual whereby these resources 
contribute to the individual‟s assessment of their social support. 
 
Within clinical samples, social support has been found to moderate the impact of stress in 
adolescents and adults with psychotic disorders (Henry & Coster 1996), facilitate improved 
outcome in first episode psychosis (Mattsson, Topor, Cullberg & Forsell, 2008), reduce 
conduct disorder and depression in children (Appleyard, Egeland & Sroufe, 2007; Cole, 
Martin, Powers & Truglio, 1996) moderate levels of adolescent depression (Piko, Kovacs & 
Fitzpatrick, 2009; Sheeber, Hops, Alperty, Davis & Andrews, 1997; Wright, Botticello & 
Aneshensel, 2006) and partly predict psychosocial functioning one year after treatment in 
youth alcohol or drug (Anderson, Ramo, Schulte, Cummins & Brown, 2008) 
 
Social support has also been found to facilitate recovery after trauma (Caffo, Forresi & 
Lievers, 2005; Chapman, 2003) and account for 55% of the variance in positive adaptation 
after physical or sexual abuse in an adult sample (Runtz & Schallow, 1997). In contrast, 
PTSD symptoms in trauma survivors have been correlated to a lack of social support 
Social Support 
102 
(Brewin, Andrews & Valentine, 2000). Further investigation into recovery was a study 
conducted by Wells, Wyatt and Elizabeth (1991) who found that social support, particularly 
family support, was strongly related to youth (aged 14 to 20 years)  adaptation after being 
discharged from residential treatment. Brugha et al, (1997) found recovery to be dependent 
on the levels of social support at hospital admittance where faster recovery was associated 
with higher levels of support. Of note, the authors noted this „buffering‟ effect was not 
effected by size of network, highlighting, once again, the need to understand the quality of 
social support relationships rather than just the size. 
 
In an effort to understand the reasons why individuals did not seek help for mental health 
difficulties, Gulliver, Griffiths and Christensen (2010) conducted a systematic review of the 
quantitative and qualitative barriers or facilitators to help seeking in young people with 
anxiety or depression disorders. Due to the small number of studies found (n=22) the authors 
listed pertinent results rather than conducting statistical analysis yet the results demonstrated 
the importance of social support for adolescents. There was evidence for past experiences of 
positive social support facilitating future help seeking behaviour in adolescents. In addition, 
Offer et al., (1991) found that seeking support from family and friends was deemed 
beneficial by groups of disturbed and non disturbed adolescents.  
 
Promisingly for service development a pilot study has been commenced using a randomised 
control trial to investigate the effect and feasibility of a peer support program for young 
people recovering from a first episode psychosis and being discharged from service (see 
Robinson et al., 2010). Indeed, Fukuui, Davidson, Holter and Rapp (2010) found significant 
improvements in social support, self efficacy and self esteem in peer led recovery groups 
(Fukui, Davidson, Holter & Rapp, 2010).  This is particularly relevant when considering the 
findings of Moses (2010) who found 62% of the adolescent sample who had been diagnosed 
with emotional or behavioural disorders had suffered stigmatisation which had resulted in 
friendship losses or transitions. Of this stigmatisation, 46% had received it from family 
where unwarranted assumptions, pity, and avoidance were some examples described. Those 
reporting less or no stigmatisation identified with socialising with others „in the same boat‟ 
in response to their difficulties. Peer developed and led support programs, therefore, can 
provide sources of support for individuals or groups who have been marginalised due to their 




There is a clear relationship between social support relationships and psychological well 
being where higher perceived social support is associated with better psychological 
adaptation where there is evidence of social support acting as a „buffer‟ in reaction to 
stressful life events. In contrast poor, or lacking, social support has been associated with 
increased psychopathology, distress and poor psychological well being and functioning.  
4.5 Lack of social support and psychopathology 
Poor social support has been associated psychopathology in adolescence and adulthood 
(Bergeron et al., 2007, Cohen, 2000; Muller & Lemieux, 2000; Parker & Asher, 1987; 
Sroufe, Duggal, Weinfield & Carlson, 2002; Ystgaard, Tambs & Dalgard, 1999), increased 
hospitalizations (Cohen, Hammen, Henry & Daley, 2004; Huang, Sousa, Tsai & Hwang, 
2008; Lamb, 1982) and heightened sensitivity to distress (Onwumere et al., 2009). 
Moreover, low social support has been associated with adolescent borderline personality 
symptoms (Winograd, Cohen & Chen, 2008) and low ratings of quality of life in obsessive 
compulsive disorder (Hou, Yen, Huang, Wang & Yeh, 2010).  Examining the association 
between delinquency and risk behaviour in adolescence, Durant, Knight and Goodman, 
(1997) found that problems in peer relations, family relations and mental health accounted 
for 47.7% variance on an aggressive behaviour/ delinquency scale. 
 
In a sample of 521 children aged between 11 and 14, Rockhill, Stoep, McCauley and Katon 
(2009) investigated the effect of social support and competence in depressive and conduct 
disorders problems. They divided the sample into four groups, those at risk for depression 
alone, those at risk for conduct disorder lone, those at risk from co morbid difficulties and 
those not at risk of either. They found group membership was associated with perceived 
support with those reporting higher levels of support being less likely to be in the depression 
or comorbid group. Further to this they found that those in the comorbid group rated lower 
levels of friend/ peer support than the conduct disorder group, and lower family/ teacher 
support compared to the other three groups. A further example of difficulties existing within 
social relationships and mental health is provided by Ballon, Kaur, Marks and Cadenhead 
(2007) who purported that deficits in social functioning are a potential risk factor for 
schizophrenia. The authors found that both adolescents „at risk for‟ or suffering a first 
episode of schizophrenia demonstrated significant difficulties within peer, family and school 




Smith and Anderson (2000) investigated a group of adolescent suicide attempters to suicidal 
ideators and found that attempters had significantly more positive social support than the 
ideators (χ 
2
(1,100) =4.86; p<0.05) for example, having someone to talk to or rely on when 
you need help. Additionally, attempters also scored higher on negative support severity (e.g. 
reporting a fight all the way through to reporting abuse). Those that had had attempted 
suicide rate more perceived social support but also reported higher severity of negative 
support than those who were admitted to services as ideators.  Wilson and Deane (2010) 
replicated these results where they found that suicide ideation was associated with lower help 
seeking from friends, family and mental health professionals. Indeed the intention of the 
individual was to deliberately not seek help and when the authors added depression to this 
relationship they found that it moderated it (e.g. it strengthened an individual‟s resolve not to 
seek help). It may therefore, not be surprising that multiple suicide attempters in a sample of 
psychiatrically hospitalized adolescents could be differentiated from single attempters by 
lower levels of social support (Merchant, Kramer, Joe, Venkataramen & King 2009).  
4.6 Discussion 
This part of section 1 highlights a number of areas for further investigation into the construct 
of social support and the role it plays in the outcome and psychological well being of an 
individual. Firstly, the fact that a clear definition of social support has been difficult to 
establish has led to a variety of approaches investigating the concept including focus on size 
of network, sources of support, the positive and negative effects of social support and the 
quality of support received. Whilst these findings have shown a clear association of both 
positive and negative effects of social support on outcome, the diverse methodological and 
conceptual approaches preclude comparative analysis of the studies. Making such conceptual 
distinctions would certainly aid future empirical work. 
 
Secondly, adolescence has been identified as a key developmental stage to investigate social 
support considering the changing nature of family and peer relationships (del Valle et al., 
2010) and the vulnerability of this group to developing psychosocial difficulties central in 
the development of mental health difficulties (Gower et al., 1999). Unfortunately, whilst 
trying to assess childhood and adolescent social support, many studies have investigated 
retrospective association of support and outcome (e.g. Sarason et al, 1991) and are thus 
subject to recall and accuracy biases. What is needed both longitudinal and contemporary 
studies to assess the individual‟s current functioning and perception of social support. This is 
especially important considering perceived social support has consistently demonstrated 
Social Support 
105 
stronger correlations with health and adaptation than the actual level of support (Collins & 
Feeny, 2004; Sarason et al., 1991) . This study will attempt to fill this gap in knowledge. 
 
Thirdly, very few studies have investigated the mechanisms of social support so we 
understand very little as to why social support has such an impact on well being. The 
association of positive social support facilitating adaptation and recovery, and poor or 
lacking support being associated with psychopathology and interpersonal difficulties makes 
this an important area for research. Particularly as the negative features of social support 
appear to correlate more strongly than positive features on both perceived support and 
psychopathology (Coyne & Downey 1991). 
 
These results provide compelling evidence that this construct has an underlying 
commonality. The inner resources of the individual in terms of self organisation and 
understanding are proposed to be that commonality, and were examined in Part I of this 
section within the developmental framework of attachment. 
 
Returning to Hinde‟s proposal (1979) that personal relationships develop through multiple 
and continuous social interactions over time and have behavioural, emotional and cognitive 
features, it makes sense to consider social support within the context of attachment. Consider 
how an individual utilises and interacts with their social support network; they turn to it for 
comfort and proximity at times of distress, explore new behaviours within it, and mourn 
losses and transitions that occur. Arguably these reflect the criteria that are used to define 
attachment relationships (Ainsworth, 1989; Cassidy, 1999). Also, the attachment system 
„activates‟ on stressful life events, events where social support is normally utilised. 
Therefore, conceptualising the development of social relationships within the context of 
early attachment related experiences, and how these influence subsequent interactions with 
the world, will aid our understanding of the influential factors that govern the construct of 
social support. Indeed, there is comprehensive evidence that different attachment styles are 
linked to systematic differences in perceptions of and use of social support (Collins & 
Feeney, 2004) and are responsible for shaping how an individual perceives their social 
world. Furthermore, there is growing evidence that the development of psychopathology can 
disrupt social behaviours and thus make it more difficult for the adolescent to develop and 




This study will investigate both the inner resources of the individual and their corresponding 
external social word by carefully defining sources of social support, the emotion or practical 
function it serves and the quality of interpersonal relationships within their social networks. 
It will focus exclusively on the developmental period of adolescence, measure attachment 
states of mind and investigate reflective function to gain an accurate understanding of the 
individual‟s internal working model, ability to assess the mental states of themselves and 
others and how this impacts on the way they use social support and the satisfaction they have 
with it. This thesis will also allow the measurement of if and how much social support 
moderates the relationship between attachment, mentalization and psychopathology.  Indeed, 
as Dykas and Cassidy (2007) propose; 
 
„Another important avenue for future research is the examination of whether attachment 
relevant social information processing mediates or moderates, or both, links between 





Part V - Overall conclusions and hypotheses 
5.0 Overall conclusions 
Bringing together both Part I, II, III and Part IV of this chapter to formulate hypotheses for 
this study, the following conclusions have been drawn thus far; 
 Early caregiving relationships form attachment styles in individuals and are 
represented by internal working models that form the expectations about the self 
and others.  
 A secure attachment fosters the development of mentalizing skills, insecure 
attachment relationships inhibits this process. 
 Mentalization allows an individual to understand themselves and others as 
intentional beings. 
 Insecure attachment is highly represented in clinical samples (adolescent and 
adult) and associated with poor psychological adaptation as is poor 
mentalization measured by the psychological process of „reflective function‟ 
(RF). 
 Insecure attachment is associated with maladaptive emotion regulation strategies 
of over or under regulation that lead to higher levels of experienced and 
displayed distress. 
 Insecure attachment and poor RF impede the development of successful  social 
support relationships causing interpersonal difficulties thus making an individual 
vulnerable to poor adaptation due to a lack of satisfying social support.  
 
This author proposes that early attachment related experiences underlie the successful ability 
to regulate emotions and develop the necessary mentalization skills for organizing both the 
self and the understanding of others. A secure attachment style and internal working is 
associated with the ability to regulate emotions, develop successful interpersonal 
relationships and facilitate psychological adaptation through mentalization within the 
individual. In contrast, an insecure attachment can lead to maladaptive emotion regulation 
strategies, difficulties in interpersonal relationships and vulnerability to developmental 
psychopathology through inhibited mentalization. More specifically, individuals with an 
insecure attachment style are more likely to utilise maladaptive emotion regulation strategies 
of „over regulation‟ or „under regulation‟ on the activation of their attachment system. As 
discussed previously, this is likely to lead to the defensive exclusion or over inclusion of 
distress leaving the individual unable to integrate their experiences and make sense of them 
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(Crittenden, 1992). As a consequence, this is likely to lead to the employment of non 
mentalizing strategies because the individual feels under threat of being overwhelmed by 
their emotions and does not feel safe to explore their own mind and/ or the mind of others 
(Sharp et al., 2009) and difficulties with interpersonal interactions therefore become more 
likely.  
 
Attachment styles and mentalization skills are therefore proposed, in this study, to be the 
independent factors in the development of adolescent psychopathology. However, this study 
proposes to investigate these concepts one step further. Latent structural modelling will be 
employed to establish causality for the already well established association between 
attachment, mentalization and psychopathology. The ability of the individual to regulate 
their emotions, utilise social support and interpersonal skills are proposed to be mediating 
mechanisms, dependent on attachment style and mentalization skills that account for the 
variation in the psychological adaptation of the individual. This hypothesis is represented in 
the diagram below (figure 5.1).  
5.1 Hypotheses 
The questions, therefore, being asked of this data were as follows: 
1) Does attachment and reflective function directly and indirectly predict psychological 
adaptation to mental health difficulties as hypothesised? 
2) Do the latent variables of emotion regulation, interpersonal difficulties and social 
support fully mediate the effects of attachment and reflective function?   
 
Specific hypotheses were proposed as: 
1) Attachment and mentalization will be associated with developmental 
psychopathology with a majority of insecure attachment styles and poor reflective 
function shown in the sample. 
2) Attachment and mentalization will be associated with an individual‟s psychological 
adaptation and mood when experiencing a mental health difficulty. This relationship 
will be mediated by the underlying mechanism of emotion regulation. 
3) Interpersonal difficulties will be associated with insecure attachment styles and poor 




4) Perceptions of social support will be associated with low mood and the 
psychological adaptation of the individual. Perception of support will be predicted 

















Figure 5.1 Hypothesis: Attachment style and mentalization effect psychological adaptation 
and are mediated by emotion regulation, social support and interpersonal interactions. 
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Study design and methodology 
6.0 Design 
This study utilised a cross sectional cohort design to characterise a sample of adolescents 
with mental health difficulties attending the Child and Adolescent Mental Health Services 
(CAMHS) in NHS Lothian.  Individuals were recruited from three Tier IV services covering 
severe and enduring mental health difficulties in adolescents: An Early Psychosis Support 
Service (EPSS), a Day Programme service and the adolescent In Patient Unit.  
 
EPSS is a unique specialist early psychosis service in Scotland for adolescents aged between 
13 and 18 (with acceptance into service until the day before their 19
th
 birthday) that provides 
intensive community treatment and a group programme for those suffering with psychosis. 
Patients can remain with the service for a three year period to promote and facilitate an 
optimum path of recovery. The Day Programme is an intensive treatment day service for 
adolescents aged between 13 and 17 who have severe and enduring mental health difficulties 
with the exclusion of psychosis. It runs a three day a week group programme including 
psychodynamic group therapy, art therapy and a recreation group. In addition, the service 
offers community and hospital appointments and can support individuals five days a week 
(e.g. meal time support for patients with eating disorders). The In Patient Unit accepts 
patients with severe and enduring mental health difficulties up to the age of 18 who cannot 
manage in the community due to the high levels of distress and difficulties they are 
experiencing. A large number of their patients are discharged to the Day Programme where 
the aim is a careful reintegration into the community focusing in particular on school return 
and the facilitation of peer relationships.  
 
Recruitment was conducted over the period from May 2008 to December 2010 and the 
author was responsible for all research measures collated.  
6.1 Sample size calculation 
As previously discussed, there is a dearth of studies using the Adult Attachment Interview in 
with adolescent samples experiencing mental health difficulties. Rosenstein and Horowitz 
(1996) conducted the AAI with 60 psychiatrically hospitalized adolescents (mean age 16.36 
years) where 122 were approached (59 refused and 3 dropped out) whilst Allen, Borman-
Spurrell and Hauser (1996) used a sample of 66 psychiatrically hospitalised adolescents 
compared to 76 sociodemographically similar high school students. Kobak and Sceery 
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(1988) reported a response rate of 37.5% and utilised a non clinical sample of 53 adolescents 
(mean age 18.2 years). In a significant meta analysis of attachment representations van 
IJzendoorn and Bakermans-Kranenburg (1996) found just four adolescent/ young adult 
samples (non of which were clinical) ranging in size from 53 to 90 participants (average 
n=69). In a follow up meta analysis Bakermans-Kranenburg and van IJzendoorn (2009a) 
found 12 non clinical adolescent samples that ranged in sample size from 25 to 152.  
 
Using an online calculating device (http://www.danielsoper.com/statcalc/calc01.aspx) basing 
the estimate on an alpha level = 0.05, an anticipated effect size = 0.15, the conventional 
statistical power level = 0.8 and two predictor variables, the suggested sample size was 67.  
6.2 Ethical Approval 
This study was reviewed and received ethical approval from NHS Lothian Research Ethics 
Committee and managerial approval from the Research & Development department in 
Lothian (REC No: 08/S1101/4; See appendix 2) 
6.3 Identification of potential participants 
Participants were identified through their key workers, psychiatrists as the Registered 
Medical Officer (RMO), clinical psychologists or team members involved in their clinical 
care and were assessed for their suitability to take part in the research.  
6.3.1 Inclusion criteria 
Inclusion criteria were deliberately broad to capture a wide range of mental health 
difficulties. They were as follows: 
I. Anyone attending CAMHS Tier IV services. 
II. If the patient was legally detained in hospital they were still eligible to be 
considered for participation in the study. Detention in itself was not an 
exclusion criteria. 
III. Similarly, suitability for consent was not governed by being able to consent 
immediately.  Those participants where it was assessed may be able to consent 
in the future were monitored and suitability for consent assess on a weekly 




6.3.2 Exclusion criteria 
I. Participants who were unable to give informed consent. 
II. Any young person under the age of 12. 
III. Young people with a moderate to severe learning disability. 
6.4 Approach and recruitment 
After identification of suitable participants and through close consultation with the clinical 
team the research was introduced informally by the researcher to each potential participant at 
a meeting arranged to include their key worker. Here the research was introduced in an 
informal setting and the potential participant was provided with an information sheet (see 
appendix 2) outlining the research in greater detail and what would be required of them.  
 
After the information sheets were given out the individual was given approximately one 
week to consider their participation. This provided an opportunity for them to speak to their 
family, friends or clinical team about their participation in the research if they wished to do 
so. At this point, participants were formally invited to take part in the research and sign the 
consent form  (see appendix 2) along with the author. It was made explicit at all times that 
participation was voluntary and if the participant decided not to take part or withdraw from 
the study their care would not be affected in any way.  
 
Those who took part signed a consent form and were given a copy, with copies of consent 
forms also placed in their clinical files.  The author was responsible for retaining the original 
consent form. 
6.4.1 Delayed recruitment 
Suitability for participation was not governed by suitability for immediate consent at entry 
into any of the clinical teams. Suitability for the study can be assessed without immediate 
approach for consent.  
6.5 Study recruitment flow and measure completion 
90 individuals were identified as suitable for approach but 2 had a moderate learning 
disability and 5 were not engaging with services. This left a total of 83 individuals who were 
approached to take part in the research. Eight refused to take part leaving a total of 75 
individuals entered into the study (a response rate of 90%). After recruitment 2 participants 
disengaged from services and therefore dropped out of the research before any measures 
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could be completed. This left a total of 73 young people who completed the study (see figure 
6.1). Of this 73, 13 participants did not complete the adult attachment interview where 6 
refused and 7 left the services before the AAI could be completed.  
6.6 Measures 
Beck Depression Inventory II (BDI-II) (Beck, Steer & Brown, 1996) 
The BDI II is a 21 item self report measure with a 4 point likert scale for each question. It 
has been designed to assess the severity of depression of both adults and adolescents with a 
reported coefficient alpha of 0.92 on a sample of 500 psychiatric outpatients. Similarly, the 
coefficient alpha reported in a sample of 210 adolescents seeking psychiatric outpatient care 
aged between 12 and 17 was 0.92 (Steer, Kumar, Ranieri & Beck, 1998).  Scores for each 
question are totalled and a final score recorded. Suggested guidelines are provided (albeit at 
a low threshold to avoid false negatives for clinical purposes) by the authors for level of 
depression severity and are as follows; 0-13 – minimal, 14-19 – mild, 20-28 – moderate, 29-
63 – severe.  
 
In this sample of 75 adolescents with severe and enduring mental health difficulties, the 
cronbach alpha was 0.96 indicating high internal validity of the scale in this population. 
 
World Health Organisation Quality of Life (short version) (WHOQOL BREF)(World Health 
Organisation 1998) 
The original WHOQOL 100 was developed to be a cross cultural tool that would capture an 
individual‟s perceived quality of life that reflected the move of the time to look beyond 
disease and morbidity to the impact it had and as such, have a person centred focus. The 
WHOQOL BREF was designed for practical purposes where the full 100 questions of the 
WHOQOL would not be pragmatic to complete. Instead, 26 questions were included (1 from 
each of the 24 components of the WHOQOL 100 plus two general health questions) to 

























Refused N = 6
Discharged from service N = 7
Refused:





Learning Disability N = 2
Not engaging with services N = 5
 
 
Figure 6.1 Participant recruitment flow and completion of measures 
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Scores from the WHOQOL BREF yield four domains of quality of life. „Physical‟ quality of 
life measures the individual‟s perception of how able they are to perform activities of daily 
living, how much energy they have and how much they depend on medication as just a few 
examples. „Psychological‟ quality of life assesses body image, self esteem and personal 
beliefs among its facets. „Social‟ quality of life examines beliefs about personal 
relationships, social support and sexual activity with „Environmental‟ quality of life 
measuring beliefs about financial resources, freedom and physical safety plus home 
environment to outline some examples. 
 
In this thesis the cronbach alpha scores for the WHOQOL BREF subscales demonstrated 
high internal consistence and were as follows; physical quality of life was 0.74, 
psychological quality of life was 0.89, social quality of life was 0.76 and environmental 
quality of life was 0.84. 
  
Inventory of interpersonal difficulties (IIP- 32) (Horrowitz, Alden, Wiggins & Pincus, 2000) 
This measure was developed from the viewpoint that social relationships serve a central 
function in psychopathology, that these interpersonal experiences form representations that 
influence current and future emotions, thoughts and actions and beliefs about how others 
perceive us. This, of course, draws similar parallels to attachment theory but the authors 
draw on the work of Harry Stack Sullivan (1953) who postulated that every interaction 
served as a function of security (receiving love or intimacy) and self esteem (in terms of self 
worth, power or status) and impacted on the interpersonal functioning of an individual 
recurrently throughout the life span. Horrowitz et al, (2000) go on to discuss how combining 
interpersonal theory with social psychology and sociology produces the concept of 
„complimentarity‟ where the interpersonal behaviour of one individual invites a particular 
response from another. When this response is not what was expected or desired frustrations 
on one or both parts leads to the development of interpersonal difficulties.  
 
The IIP-32 was developed to assess the distress caused by interpersonal difficulties and 
provide an outcome measure for therapy and help clinicians understand interpersonal 
problems within the context of their current interpersonal functioning and previous 
experiences e.g. attachment related experiences. It is a 32 item self report questionnaire 
(Cronbach alpha =0.93) measuring an individual‟s perceived interpersonal difficulties. The 
first 20 items consist of behaviours an individual may „find hard to do‟ e.g. „find it hard to... 
put somebody else‟s need before my own‟. The last 12 items consist of behaviours an 
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individual may engage in „too much‟ (e.g. „I am too aggressive toward other people‟). Each 
item is rated on a scale from 0 Not at all to 4 Extremely with overall scores contributing to 
eight domains; domineering/ controlling, vindictive/ self centred, cold/ distant, socially 
inhibited, non assertive, overly accommodating, self sacrificing and intrusive/ needy.  
 
In the sample of this study the internal consistency scores indicated a good level of internal 
validity with cronbach alpha scores on the following subscales: Domineering/ controlling = 
0.75, Vindictive/ self centred = 0.84, Cold/ distant = 0.81, Socially inhibited = 0.85, Non 
assertive = 0.85, Overly accommodating = 0.71, Self sacrificing = 0.82, Intrusive/ needy = 
0.75. The cronbach alpha score for the overall scale was 0.89. 
 
Adolescent Coping Scale – Short Form (ACS) (Frydenberg & Lewis 1993) 
The ACS was developed as a multipurpose instrument that can be used for clinical 
application, self help and as a research tool. It was developed to conceptualise how 
adolescents cope given the challenge of this developmental period. A short form of the 
original 80 item questionnaire was developed for practical reasons and consists of 19 items 
from the longer version. The measure consists of two forms, one assessing general coping 
and the other measuring specific coping that reflect concerns in general and situation specific 
difficulties respectively. The authors used factor analysis to compare the coping strategies 
highlighted in both the long and short version of the ACS and found 3 consistent factors 
which were labelled „reference to others‟ (α=0.50 general; α=0.66 specific), „non productive 
coping‟ (α=0.66 general; α=0.69 specific) and „solving the problem‟ (α=0.61 general; α=0.66 
specific). The three domains are measured over 19 items rated on a 5 point likert scale 
ranging from 1 Doesn‟t apply/ Don‟t to it to 5 Used a great deal for general and, if they 
identified one, specific worries or concerns.  
 
In this thesis the subscales had the following cronbach alpha; „solving the problem‟ = 0.77 
(general), 0.83 (specific), „reference to others‟ = 0.53 (general), 0.62 (specific) and „non 
productive coping‟ = 0.64 (general), 0.73 (specific) indicating similar or better levels of 
internal consistency as the authors.  
 
The Regulation of Emotions Questionnaire (REQ) (Phillips & Power, 2007) 
The REQ was developed after the authors identified a need for a questionnaire measuring 
both adaptive and maladaptive internal and external emotion regulation strategies 
specifically utilised by adolescents.  Factor analysis resulted in an 18 item four factor model 
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that were labelled „internal- functional‟ (α=0.76), „internal-dysfunctional‟ (α=0.72), „external 
functional‟ (α=0.66) and „external-dysfunctional‟ (α=0.76). The authors also found 
significant association between internally dysfunctional strategies and psychosomatic health 
problems (r=0.58) and both external and internal dysfunctional strategies to be significantly 
correlated to lower perceived quality of life and functional strategies to be associated with 
higher ratings of quality of life (measured by the KIDSCREEN 52; Ravens-Sieber et al., 
2006). The measure is a 18 item questionnaire where an individual state how often they 
utilise the particular emotion regulation strategy stated e.g. „I talk to someone about how I 
am feeling‟ across a 5 point likert scale from „Never‟ to „Always‟. 
 
In this sample the cronbach alphas were 0.68 for internal-functional, 0.81 for internal-
dysfunctional, 0.77 for external-functional and 0.74 for external-dysfunctional.  
 
Significant Others Scale (SOS) (Power, Champion & Aris,1988)  
The SOS measure was developed to ascertain the social support received by an individual in 
terms of what they actually receive and what they would like to receive. It aimed to combine 
structural features (i.e. whether significant relationships do exist and who they are with) and 
functional characteristics (i.e. the type of social support received) with the short version 
allowing for up to 6 people to be described. The SOS thus allows the total social support 
score and the discrepancy scores (the actual support score minus the ideal support score) to 
be collated for each individual and for an overall total.   
 
When developing this tool, Power et al. (1988) reported good test- retest reliability of 
between 0.73 and 0.83. They also used factor analysis for construct validity where three 
factors became apparent; „emotional support‟, „social fun; and „practical support‟. The 
authors argued that „social fun‟ should be considered as a component of „practical support‟.  
Criterion validity was established comparing three independent groups of depressed people, 
one non-depressive group of psychiatric cases and a symptom-free group (as measured by 
the GHQ-28; Goldberg, 1978). The depressed group differed significantly on the SOS in 
comparison to the other groups in terms of ideal support, where they had higher ratings of 
what would be ideal, and a higher level of discrepancy between the support they had and the 
support they wanted.  
 
The short version of the SOS is a questionnaire asking the participant to identify up to six 
significant people in their lives and rate the support each individual provides and what the 
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ideal level would be for the participant. The self report scale has 10 questions per identified 
person measured on a likert scale of 1 Never to 7 Always. 
 
Social Support Questionnaire (F-SOZU) (Sommer & Fydrich, 1991) 
This 32 item self report social support questionnaire captures four main qualitative aspects of 
perceived social support; emotional support, practical support, social integration and social 
strain (demonstrated cronbach alpha ranging from 0.77-0.92). It further has two additional 
dimensions; perceived overall satisfaction and reciprocity of social interactions. It comprises 
a series of statements which the participant has to rate their agreement over a 5 point likert 
scale ranging from 0 Not at all to 4 Exactly right.  
 
In this thesis the cronbach alpha scores across the subscales demonstrated a large variability 
(from 0.32 to 0.91) so factor analysis was instigated to identify and compute composite 
scores for the factors underlying the short version of the social support scale. A principle-
components factor analysis of the 32 items was conducted using varimax rotation, with the 
five factors explaining 61.1% of the variance.  The factor loading matrix for this final 
solution is presented in Table 6.1. 
 
The factor labels proposed by Sommer & Fydrich (1991) only suited some of the variables. 
Where this was the case the original label was used, where not, a new category was labelled.  
Factor 1 mapped on to the label proposed by the authors of „social strain‟ with the loaded 14 
items indicated in table 6.1.  A substantial increase in alpha scores (from .73 to 0.91) for this 
scale was achieved by eliminating three items, q.1, q.15r and q.19r. Factor 2 loaded 11 items 
(see table 6.1) and was considered to describe positive elements of social support e.g. with 
some friends/ relatives I can really be at ease, and has been labelled „positive social support‟ 
for further analysis. The cronbach alpha for this subscale was 0.88.  Factor 3 loaded 6 items 
and included items such as „when I am stressed tasks are taken off my hands‟ and was 
subsequently labelled „expectations of others‟. A substantial increase in cronbach alpha 
scores was found (0.35 to 0.75) when items 6r was eliminated. Factor 4 demonstrated a 
cronbach alpha with negative covariance. This is often due to recoding errors, small sample 
sizes or the items within the subscale not measuring the same thing (ref). In this case, it was 
evident that the scale items  were not particularly related e.g. „I wish more security/ 
closeness for myself‟ on the same item as „I have someone I get on with sexually‟. 
Consequently, this factor was excluded from further analysis. Factor 5 was considered 
suitable to the authors description of „reciprocity‟ (see items in table 6.1) where the cronbach  
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Table 6.1 Factor loadings and communalities based on a principle components analysis with varimax 








1 2 3 4 5 
Q1 There are people who accept me as I am -.547 .597       
Q2 It is important for my friends/ acquaintances to hear my 
opinion on certain things 
  .405       
Q3 Some of my friends/ acquaintances exploit my helpfulness     .638     
Q4 I feel that important people reject me .481   .499     
Q5 There are many situations when people ask me for practical 
help 
    .671     
Q7 Many of my friends/ relatives have a similar attitude to life 
as I have 
  .658       
Q8 I could love more freely if I didn't always have to think about 
my family/ friends 
.679         
Q9 Sometimes I feel much better after a conversation   .599       
Q10 Sometimes when I am under stress tasks are taken off my 
hands 
    .642     
Q11 Sometimes I feel everybody has something to criticise 
about me 
.630   .476     
Q12 I have someone I get on with sexually       .663   
Q13 Often I bump into acquaintances who I feel easy about 
having a chat with 
  .798       
Q14 I wish people didn't keep nagging me all the time .683         
Q16 I can ask my friends/ acquaintances to help me filling in 
forms 
  .595       
Q17 With some friends/ relatives I can really be at ease   .759       
Q18 I feel my life is restricted by friends/ relatives .755         
Q20 I am often asked for advice         .802 
Q22 Often I think my friends/ relatives expect too much of me .481     .410   
Q23 There are people who stand by me even when I make 
mistakes 
  .695       
Q24 My friends/ relatives don't take my feelings seriously .604     .439   
Q25 There are people who always make me feel guilty .652         
Q26 I have a very good relationship with enough people   .653       
Q27 There is a group of people (circle of friends) I feel part of   .759       
Q28 My friends/ relatives can't understand that I also need time 
to myself 
.710         
Q29 There are people who are really happy in my company   .656       
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Q30 There are people who turn to me with their personal 
problems 
        .729 
Q31 Often I wish to stay somewhere that nobody knows me .698         
Q32 Important people try to control my thoughts and actions .776         
Q6r Most people I know get on better with their acquaintances 
than I do  
    -.643     
Q15r I often feel like an outsider  -.563         
Q19r I wish others would give me more sympathy and advice -.438     -.627   
Q21r I wish more security and closeness for myself       -.644   
Extraction Method: Principal Component Analysis.  
 Rotation Method: Varimax with Kaiser Normalization. 
a. Rotation converged in 7 iterations. 
 
alpha for this subscale was 0.63.  The final factor solutions for the short version of the SSQ 
used in the sample are presented in table 6.2. 
 
Life Events Inventory (LEI) (Brown & Harris, 1989) 
This 67 item questionnaire lists life events that may have occurred. The first 50 items are 
looking at life events specifically in the last 6 months with the following 17 items looking at 
the previous five years. Participants are required to tick a box indicating that, if one of the 
life events did occur, whether it had a good effect, a bad effect or both a good and bad effect. 
For events identified over the previous five years, the individual is asked to remember what 
year the even occurred in.   
 
Adult Attachment Interview (AAI) (George, Kaplan & Main, 1985) 
This is a structured interview of 18 questions used to assess an individual‟s state of mind 
with regard to their attachment figures. It is usually administered in one sitting and can last 
up to 90 minutes. Participants are asked to elaborate, with specific memories, on childhood 
relationships and experiences particularly in relation to their parents or primary attachment 
figures.  Further questions enquire about their response to upset, separation, rejection, abuse 
or threatening behaviour. Participants are also asked why they believe their attachment 
figures behaved in the way they did during childhood and how this may influence them 
currently. Furthermore, questions are asked about any losses the participant has suffered 
from childhood through to the current day. 
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Table 6.2 Final factor solutions for this sample using the short version of the Social Support 
Questionnaire (SSQ) (N = 62) 
Social Strain (α=0.91) 
Q4 I feel that important people reject me 
Q8 I could love more freely if I didn't always have to think about my family/ friends 
Q11 Sometimes I feel everybody has something to criticise about me 
Q14 I wish people didn't keep nagging me all the time 
Q18 I feel my life is restricted by friends/ relatives 
Q22 Often I think my friends/ relatives expect too much of me 
Q24 My friends/ relatives don't take my feelings seriously 
Q25 There are people who always make me feel guilty 
Q28 My friends/ relatives can't understand that I also need time to myself 
Q31 Often I wish to stay somewhere that nobody knows me 
Q32 Important people try to control my thoughts and actions 
Positive Social Support (α=0.88) 
Q1 There are people who accept me as I am 
Q2 It is important for my friends/ acquaintances to hear my opinion on certain things 
Q7 Many of my friends/ relatives have a similar attitude to life as I have 
Q9 Sometimes I feel much better after a conversation 
Q13 Often I bump into acquaintances who I feel easy about having a chat with 
Q16 I can ask my friends/ acquaintances to help me filling in forms 
Q17 With some friends/ relatives I can really be at ease 
Q23 There are people who stand by me even when I make mistakes 
Q26 I have a very good relationship with enough people 
Q27 There is a group of people (circle of friends) I feel part of 
Q29 There are people who are really happy in my company 
Expectations of Others (α=0.75) 
Q3 Some of my friends/ acquaintances exploit my helpfulness 
Q4 I feel that important people reject me 
Q5 There are many situations when people ask me for practical help 
Q10 Sometimes when I am under stress tasks are taken off my hands 
Q11 Sometimes I feel everybody has something to criticise about me 
Reciprocity (α=0.63) 
Q20 I am often asked for advice 






To end the AAI, questions are asked about changes in the relationship with the parents since 
childhood and provide an opportunity for the participant to discuss their current relationship 
with their parents.  
 
The AAI consists of 20 questions and probes allowing for categorisation of an adults „state 
of mind‟ with regard to attachment style. It has been tested for stability and discriminant 
validity. Interview stability (measured by category allocation) at test retest interval of 2 
months has been reported as 78% (kappa = .63) and 90% at 3 months. 
 
Each AAI is transcribed verbatim and coded according to the guidelines stipulated by Main, 
Goldwyn and Hesse (version 7; 2002) and follows the four principles of Grice‟s Maxims 
 quality, be truthful in what you say 
 quantity, speak for an appropriate amount of time (e.g. neither too long or too short) 
 be relevant, answer the question 
 manner, be clear in what you are saying.  
 
Categories for attachment states of mind fall under four domains; „Secure‟, „Dismissing- 
insecure‟, „Preoccupied-insecure‟ and „Unresolved‟. 
 
Reflective Function Scale (Fonagy, Target, Steele & Steele, 1998) 
AAI transcripts provided the template to code reflective function (RF), the psychological 
process underpinning mentalization, utilising the coding framework of Fonagy, Target, 
Steele and Steele (1998). The coding is based on the narrative within the AAI and rates the 
awareness an individual has of the nature of mental states, the efforts they make to link 
mental states of the self and other to behaviour, the revisions they make of mental states in 
the interview and any recognition of mental states in relation to the interviewer. The scale 
score ranges from -1 (negative RF where reflective function is absent) to 9 (exceptional RF) 
and has been shown to demonstrate good inter rater reliability with coefficients ranging from 
0.59 to 0.89 for the RF of mother and father AAI interviews from the London Parent-Child 
project where the scale was developed (Fonagy, Steele & Steele, 1991).  
6.7 Administration of measures 
After consent four meetings were arranged with the participant. The initial timetable was for 
a meeting a week but this was flexible depending on the needs of the participant and the 
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clinical team (e.g. sessions being moved closer together if the participant requested or 
deferred due to numerous appointments within the week).  
6.7.1 Session 1 – Introduction, background and outcome 
In this initial session, the aim was to ease the participant into the research and build a rapport 
with the author with the completion of two self report measures and demographic 
information. The self report measures were to assess the current level of functioning reported 
by the participant in terms of depression but also in terms of quality of life broken down into 
four domains; social, physical, environmental and psychological.  Each measure was 
explained and the participant had the option to fill in the self report forms in the session or 
on their own over the following week.  
 
1) Demographic information 
Designed by the author, this semi structured interview asks participants about their 
family and living situation, family history of mental health difficulties, social 
interactions and scholastic achievement. In addition, information was collected to 
investigate the participant‟s own understanding of their mental health difficulties, 
what impact they feel it has on their lives and what contact they have with mental 
health professionals. Approximately 30 minutes in length. 
 
2) Beck Depression Inventory Iife 
 Approximately 10 – 15 minutes in length. 
 
3) World Health Organisation Quality of Life Short Version  
Approximately 10 – 15 minutes in length. 
 
6.7.2 Session 2 – Interpersonal difficulties 
This session was usually conducted a week after the first session and lasted for up to one 
hour. The main purpose, alongside continuing engagement, was to assess any difficulties the 







Initially the opportunity was provided for the participant to discuss the assessment measures 
from the previous session. The following measures were then completed: 
 
1) Inventory of interpersonal difficulties  
 Approximately 5 – 10 minutes in length. 
 
2)  Adolescent Coping Scale  
 Approximately 10 – 15 minutes in length. 
 
3)  The Regulation of Emotions Questionnaire  
 Approximately 10 – 15 minutes in length. 
6.7.3 Session 3 – Social support 
The aim of this third session was to investigate the social support the participant felt they had 
and whether this matched their expectations. Also in this session, recent life events were 
noted.   
 
Again, participants were provided with the opportunity to discuss the assessment measures 
from the last meeting and then completed the following measures, where overall the session 
was not longer than 45 minutes in length: 
 
1)  Significant Others Scale  
 Approximately 10 – 15 minutes in length although dependent  on  the number 
 of significant others identified. 
 
2) Social Support Questionnaire  
 Approximately 10 – 15 minutes in length. 
 
3) Life Events Inventory  






6.7.4 Session 4 – Adult Attachment Interview 
This final session was to conduct the adult attachment interview.  Participants were provided 
the opportunity to discuss measures from the previous session and then the interview began.  
 
1)     Adult Attachment Interview (AAI) 
-  This measure is dependent on an individual discussing their childhood 
 experiences. As the information for this period is regarded as stable it was  
 felt that this assessment could be conducted up to 3 months after initial   
 participation, potentially giving the participant a period of time to recover  
 from their initial presentation. 
- Approximately up to 1 ½ hours in length with interview required to be conducted, as 
 far as possible in one session. If the participant requested a break this was 
 accommodated. Only one participant requested a break and the interview was 
 completed two days later. 
-  Studies using the AAI in non-clinical populations have sometimes found   
 that the interview primes memories of experiences which participants‟ then  
 wish to discuss further, either with a researcher or a clinical professional.  
-  Secondly, the topics covered in the interview are such that recollection of  
 memories related to these topics may be distressing to an interviewee. In   
 view of the current study population, it was good practice to have a   
 mechanism in place for immediate contact with a key worker if necessary  
 and deemed prudent to conduct the interviews at the participants clinical   
 base.  
- For practical purposes, when conducting the AAI interview, water and paper  
 tissues were available in the interview room. Prior to commencing the   
 interview, the participant was made aware that they could stop the interview  
 at any time, either for a break, or to end the interview at that point. 
6.7.4.1 Transcribing and coding the AAI 
Each AAI was conducted and ranged from 15 to 70 minutes in length. Once recorded each 
interview was transcribed verbatim and all names and places were annonymised. This 




All interviews were coded for AAI categorisation and on average took approximately 3 
hours each. Training for coding was completed in London, Ontario in July 2007 and the 
author has been certified reliable in 3 way coding (see appendix 4).  
6.8 Settings and Equipment 
Sessions were conducted either at CAMHS, Lothian or at the participant‟s local NHS 
building (e.g. GP surgery). This ensured that the individual could access their key worker 
after the interview to discuss any issues that may have been raised by any of the measures. 
Prior to commencing this final session (with the AAI) the participant was made aware that 
they could stop the interview at any time, either for a break, or to end the interview at that 
point.  
 
The AAI was conducted using a digital recording device (Sony ICD SX35). The recording 
was then transcribed and annonymised and made ready for coding. The original recording 
was then erased to maintain confidentiality.  
6.9 Feedback to participants 
Participants were offered the opportunity of receiving feedback after they had completed the 
research measures. To deliver feedback, the researcher accompanied the key worker on their 
next visit to the participant. Participants were given the choice as to whether they wished 
their key worker to hear their feedback report. The participants were also given the 
opportunity to raise any concerns they might have about the measures or feedback process.  
6.10 Feedback to clinical teams 
If the participant gave their consent, or made a spontaneous request, a feedback report of the 
self report measures was completed and made available to the clinical team and clinical note. 
In addition, the attachment states of mind of the young person and their score on reflective 
function was coded and reported back to the clinical team. This information was used to 
inform the clinical team and to aid the formulation, assessment and intervention of the 
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Results and analysis 
7.0 Introduction 
The following chapter will present a demographic picture of the sample and will be 
separated into four parts. Part I will focus on describing the participants. Part II of this 
section will focus on the interpersonal and clinical characteristics of the sample using 
evidence from both the self report questionnaires and the Adult Attachment Interview. Part 
III will examine any differences in the presentation of the participants by according to 
service and diagnosis and Part IV will focus on addressing the hypotheses of this study. 
7.1 Data analysis 
Data analysis was conducted using PASW 18. All data was assessed for distribution using 
the Shapiro-Wilk Test (see appendix 5). Where distribution was normal parametric methods 
of analysis were utilised where appropriate including t-tests, ANOVA and Pearson‟s r 
correlation. Where data was not normally distributed non parametric tests were used 
including Mann Whitney, Wilcoxon, Kruskal Wallis and Spearman‟s rho correlation. Chi 
square analysis was employed for the categorical variables. The data was explored utilising 
structural equation modelling (SEM) using MPlus 5.21 (Muthén & Muthén, 2009) statistical 
programme. 
 
7.1.1 Data interpretation 
Throughout this section it should be kept in mind that whilst this sample is one of the largest 
of its kind, it is relatively small for statistical analysis and will be underpowered. Therefore, 
results and intereptations should be considered cautiously. 
7.2 Hypotheses 
From the literature review the following questions were asked of this data: 
1) Does attachment and reflective function directly and indirectly predict psychological 
adaptation to mental health difficulties as the literature suggests? 
2) Do emotion regulation, interpersonal difficulties and social support fully mediate the 







Specific hypotheses were proposed as: 
1) Attachment and mentalization will be associated with developmental 
psychopathology with a majority of insecure attachment styles and poor reflective 
function shown in the sample. 
2) Attachment and mentalization will be associated with an individual‟s psychological 
adaptation and mood when experiencing a mental health difficulty. This relationship 
will be mediated by the underlying mechanism of emotion regulation. 
3) Interpersonal difficulties will be associated with insecure attachment styles or poor 
reflective function and will be negatively associated with psychological adaptation 
and mood. 
4) Perceptions of social support will be associated with low mood and the 
psychological adaptation of the individual. Perception of support will be predicted 
by attachment style and levels of reflective function. 
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Part I – The participants 
7.3 Demographic information 
A total of 73 participants (23 males and 50 females) took part in the research completing the 
psychological measures and 60 of these completed the Adult Attachment Interview. The age 
at entry into the study was not normally distributed (w = 0.995, p = 0.011) and the median 
age was 16 (range 13 – 20) with no significant difference found between gender (U = 
422.00, p = 0.064). Of the sample, 98.6% described themselves as being of „White-British‟ 
ethnicity. Eleven (15.1%) participants felt they had general physical health concerns that 
impacted on their life (e.g. asthma).  
7.3.1 Living arrangements 
The majority of the sample were living with their parents and/ or siblings (n=65, 89%), with 
just five participants living on their own (6.8%) and three (4.1%) living with extended 
family.  
7.3.2 Education 
Given that this is an adolescent sample the majority of participants were still in education. 
The majority were in school (n=50, 68.5%), five (8.2%) were in college and two (2.7%) 
were at university. A fifth of the sample had left school (n=15, 20.6%) with nine (12.3% of 
total sample) of those in employment and six (8.3% of total sample) unemployed.  
7.3.3 Insight 
Almost a quarter of the sample (n=17, 23.3%) did not believe they had a mental health 
difficulty and four (5.5%) did not know. When considering these individuals who did not 
believe they had a mental health difficulty or who were unsure, 14 (63.6%) out of the 21 had 
been admitted to hospital for their illness. Level of insight was not significantly related to 
length of illness duration, number of hospital stays or if the participant was taking 
medication. It was also not related to whether an individual felt their mental health 
difficulties were causing disruption to their life or got in the way of what they wanted to do. 
There was, however, a significant effect of insight on whether the individual perceived their 
difficulties as continuous or not (
2
 = 24.094, 2, p<0.001). Those who did not believe they 





7.3.4 Beliefs about mental health difficulties 
In this group of adolescents, 37 (51.4%) individuals reported that their mental health 
difficulty disrupted their life a lot, 39 (54.2%) felt that it frequently got in the way of what 
they felt able to do and 61 (84.7%) young people felt that their illness had been a continual 
difficulty from the beginning. Just less than half of the participants (n=34, 46.6%) had 
experienced difficulties for less than one year with the most frequent length of time being 6 
to 12 months. However, 14 (19.2%) individuals had experienced difficulties for 1 to 2 years 
and 25 (34.2%) young people had experienced mental health difficulties for 2 years or more. 
The longest recorded experience of a mental health difficulty in this sample was between 6 
and 7 years. Over half of the total sample had been admitted to hospital for their current 
illness (n=51, 69.9%) and just under half of the sample (n=32,43.8%), were taking 
medication for their mental health difficulties.  
7.3.5 Gender and age effects 
There were no significant effects of age or gender on any of the demographic or clinical 
variables with the exception of the question „How much does this (mental health difficulty) 
disrupt daily life‟ (
2
(3, N=72)=9.453, p=0.024) with females reporting a larger disruption to 
their daily life.  
7.4 Family mental health 
Forty seven (64.4%) of the participants had at least one relative who experienced mental 
health difficulties with 29 (39.7%) of those identifying this relative as at least one parent 
with a mental health difficulty. In 89.7% of the cases, this was the mother. Three (4.1%) 
participants reported both parents experiencing mental health difficulties.   
7.5 Social network characteristics of the sample 
Participants identified a social network with a median of eight friends (range 0 – 30). When 
asked how many of these friends were „close‟ friends, where there was regular contact 
defined as at least weekly contact, the median number was four (range 0 – 15). Reflecting a 
measure of social isolation within the sample, twelve (16.4%) participants reported having 
no friends either as acquaintances or as close confidents.  
 
The measure of support received from friends and family was measured using the Social 
Support Questionnaire (F-SOZU) (Sommer & Fydrich, 1991) and the Significant Others 
Scale (SOS) (Power, Champion & Aris,1988).  
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7.5.1 Social support 
Taking the social support questionnaire first, the subscales of this measure were redesigned 
for this sample using factor analysis (see methods section 6.6) and were labelled as follows;  
„Social Strain‟ measuring the level of perceived difficulties existing in social relationships, 
„Positive social support‟ measuring the perceived levels of positive support received from 
social networks, „Expectations of others‟ defined to be where expectations from others are 
perceived to be negative and overwhelming and „Reciprocity‟ measuring if the individual 
feels they can contribute and help others within their social network. The first two of these 
subscales had normal distributions but the latter two did not. Mean and median scores were 
as follows: social strain, x̄ = 2.78 (sd±1.03), positive social support, x̄ = 3.42 (sd±0.82), 
expectations of others, median = 2.9 (range 1 – 4.80) and reciprocity, median = 3.50 (1 – 5). 
Age, attachment classification and reflective function had no effect on this social support 
measurement. There was, however, an effect of gender where females rated higher levels of 
reciprocity in their social relationships than males (U=582.5, N=62, p=0.013).  
7.5.2 Significant Others 
The SOS can be rated for up to six individuals in the participant‟s social network with the 
first three always being a partner (if applicable), a close relative and a close friend. In this 
sample, 86.2% identified their close relative as a parent.  The final three identified in the 
individuals social network  are specified by the participant. The questionnaire demands the 
individual rate answers according to the emotional and practical support they receive. 
Emotional support is considered to be talking to, sharing feelings, leaning on the individual 
at times of difficulty and receiving physical comfort whereas practical support is considered 
to be pragmatic help and spending time socially with that individual.  
 
There are six subscales to the SOS and consist of the following; the „actual‟ emotional 
support the participant perceives they get from the individual in question and their „ideal‟ 
level of emotional support, the „actual‟ level of practical support they believe they receive 
and their „ideal‟ level of practical support. The last two subscales measure the level of 
discrepancy between what an individual ideally wants and what they receive for both 
emotion and practical support.  
 
The significant others scale demonstrated non normal distribution across all the overall 
subscales with the exception of „actual practical support‟ received (w = 0.983, p = 0.499). 
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For support received from a partner, close relative and close friend, distribution was more 
varied and the corresponding mean and median scores are displayed in table 7.1 with their 
standard deviation or range. There was no significant difference on subscale scores across 
partner, close relative and close friend. These scores are similar to those found by Neeleman 
and Power (1994) where emotional discrepancy scores ranged from 0.9 to 1.5 across three 
psychiatric groups experiencing deliberate self harm, depression and psychosis and practical 
help discrepancies ranged from 0.8 to 1.1. In addition, the received and ideal scores for both 
emotional and practical help in this sample were also similar to those previously reported for 
clinical groups (Power, Champion & Aris, 1988). 
 
There was no significant effect on SOS scores from age, attachment classification or 
reflective function. There were, however, a number of significant effects of gender and if at 
least one parent had a mental health difficulty. Beginning with gender, for overall support 
from others a significant pattern emerged with females rating both higher levels of emotional 
and overall support than males (U=665.5, N=65, p=0.001 and U=651.5, N=65, p=0.002 
respectively) and also higher levels of ideal practical support (u=610.5, N=65, p=0.012). 
When looking at specific individuals providing support,  females rated higher ideal levels of 
practical support from their close relative than males (U=583.5, N=65, p=0.026) and also 
higher levels of discrepancy for emotional and overall levels of support with their close 
relative (U=673, N=65, p<0.001 and U=629.5, N=65, p=005 respectively).  When rating the 
support they receive from a close friend, females rated higher levels of ideal emotion support 
than males (U=515, N=61, p=0.041) and also higher levels of discrepancy between the 
emotional support they receive and what they consider to be ideal (U=514, N=61, p=0.038). 
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Table 7.1 Mean and median scores for the SOS subscales 
Function of 
social support 





5 (1.5 – 7) 
 
x̄ = 5.10 (1.40) 
 
 
5.33 (2.67 -6.33) 
 





6.1 (1.33 – 7) 
 
x̄ = 6.05 (0.86) 
 
x̄ = 6.26 (0.72) 
 






0.83 (0 – 2.67) 
 
0.33 (0 - 2.67) 
 
x̄  = 1.00 (0.75) 
 





x̄ = 5.04 (0.98) 
 
5 (3 - 6) 
 
x̄  = 4.81 (0.95) 
 




6 (2.25 – 7) 
 
5 (1 - 7) 
 
6.5 (3.5 - 7) 
 
 





0.75 (0 – 2.25) 
 
0.5 (0 – 2.5) 
 
x̄ = 1.15 (0.72) 
 




1.72 (0 – 3.61) 
 
0.83 (0 – 5.17) 
 




Interestingly, for young people who had at least one parent experiencing mental health 
difficulties there was a significant effect on their ratings for the practical support received 
and expected from their close relative (bearing in mind 86.2% identified a parent for this 
category). These individuals rated significantly lower actual (U=312.5, N=65, p=0.008) and 
ideal practical support (U=321, N=65, p=0.009) from their close relative than those whose 
parents did not have a mental health difficulty.   
7.6 Summary of the sample characteristics 
The details above describe a sample of adolescents where the majority are currently 
experiencing distress and disruption that they associate with their mental health difficulty. Of 
note, over two thirds of this sample report having at least one parent currently experiencing 
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mental health difficulties.  This section also shows a large portion (over a quarter) of 
individuals who do not believe they have a mental health difficulty which has resulted in 
over two thirds of this group being admitted to hospital.  
 
Social networks appear relatively limited when considering close friendships but a little 
larger when considering all acquaintances. Females have significantly higher overall 
expectation of social support than males, specifically from close relatives and friends. This 
perhaps is why they also score significantly higher than males when rating the discrepancy 
between the actual support received compared to the desired levels. 
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Part II Interpersonal and clinical characteristics 
7.7 Interpersonal characteristics 
The Inventory of Interpersonal Problems (IIP-32) (Horrowitz, Alden, Wiggins & Pincus, 
2000) was used to assess interpersonal difficulties experienced within the sample and is 
broken down into eight subscales with an overall total score. The subscales are; 
domineering/ controlling, vindictive/ self centred, cold/ distant, socially inhibited, non 
assertive, overly accommodating, self sacrificing and intrusive/ needy.  
 
The Shapiro-Wilk Test demonstrated that all the subscales were not normally distributed 
with the exception of the overly accommodating and IIP-32 total score. There were no 
differences in mean scores across gender and age had no effect. The mean/ median scores are 
reported in table 7.2 below. 
 
Table 7.2 Mean/ median scores for the IIP – 32 total and subscale scores 
IIP 32 Subscale Mean/ median SD/ range 
Domineering/ controlling Median = 3 0-14  
Vindictive/ self centred Median = 3 0-15 
Cold/ distant Median = 4 0-14 
Socially inhibited Median = 5 0-16 
Non assertive Median = 7 0-16 
Overly accommodating x̄ = 6.59 3.90 
Self sacrificing Median = 6 0-15 
Intrusive/ needy Median = 3 0-13 
IIP total x̄ = 41.97 19.68 
 
The overall total, when transformed according to the scoring manual, is representative of a t 
score of 58 where the normal range is 40 – 60. This indicates that the sample has a high level 
of overall interpersonal difficulties although this does not reach significance. The median 
score of 7 for the subscale of „non assertive‟ indicates this is an area of particular difficulty 
for this sample. This subscales describes individuals as trying to avoid situations that involve 
social challenges including being firm with others, taking the initiative or receiving attention. 
The authors of this measure suggest this subscale captures the fragility of the individual‟s 
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self esteem where they try to avoid making their wishes or beliefs known in case they 
receive disapproval or rejection from others (Horowitz, Alden, Wiggins & Pincus, 2000). 
7.8 Emotion regulation  
To investigate the emotion regulation strategies employed by the sample the Regulation of 
Emotions Questionnaire (REQ 2) (Phillips & Power, 2007) was used which has four 
subscales namely internal-function (x̄ = 8.70, sd ± 4.33), internal-dysfunction (x̄ = 8.09, sd ± 
3.32), external-function (median = 8, range 1-17) and external dysfunction (median = 2, 
range 0-11). The two subscales measuring external emotion regulation strategies were not 
normally distributed (w = 0.962, p = 0.048 and w = 0.893, p<0.001 respectively). Again, no 
age and gender effects were observed.  
 
When comparing the subscale scores of this sample to the sample the questionnaire was 
developed on (n=225 cross sectional adolescents aged 12 to 19 from the „normal‟ 
population)  large effect sizes (table 7.3) were found with the clinical sample scoring 
significantly higher across all subscales.  
 
Table 7.3 Effect size for regulation of emotions questionnaire subscales 
REQ2 subscale Effect size (Cohen’s d) 
Internal dysfunction 8.59 
Internal function 9.44 
External dysfunction 2.98 
External function 7.60 
 
A number of social support variables were significantly associated with the emotion 
regulation subscales. Beginning with the dysfunctional emotion regulation strategies, 
correlating with the internal dysfunction subscale was overall discrepancy between actual 
and received practical support (rho= 0.324, p=0.012) and overall support (rho=0.345, 
p=0.008). In addition, when analysis investigated specific individuals within support 
networks the discrepancy of support received from close relatives, the majority of which 
were parents, was also significantly associated with internal dysfunction emotion regulation 
strategies. This was for practical support (rho=0.285, p=0.028), emotional support 
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(rho=0.334, p=0.010) and overall support (rho=0.354, p=0.006).  In terms of external 
dysregulation strategies, practical support received was correlated to the scale (rho=-0.256, 
p=0.050) where the lower level of practical support received, the higher the levels of 
externally dysfunctional emotion regulation strategies. Essentially, individuals who report 
using dysfunctional emotion regulation strategies are reporting higher levels of discrepancy 
and lower levels of perceived support.  
 
For the functional emotion regulation strategies, internal function strategies were associated 
with the actual (rho=0.347, p=0.009) and ideal (rho=0.278, p=0.040) emotional support 
received from close friends. Externally functional emotion regulation strategies were 
significantly correlated to overall levels of emotional (rho=0.509, p=0.004) and practical 
(rho=0.360, p=0.005) support perceived by the individual. This was also the case when 
specifically reporting the support received by close relatives (emotional rho=0.573, p<0.001, 
practical rho=0.343, p=0.008) and friends (emotional rho=0.279, p=0.039, practical 
rho=0.289, p=0.032). Those participants reporting using functional emotion regulation 
strategies report higher levels of perceived overall support. 
7.9 Coping 
The Adolescent Coping Scale (ACS) (Frydenberg & Lewis 1993) was utilized to investigate 
the coping style of the sample and addressed both general coping and coping employed for a 
specific problem identified by the individual. The ACS is divided into three subscales which 
were assessed for distribution and are outlined in table 7.4 with the corresponding mean/ 
median scores.  
 
All of these scores fell within the „normal‟ range of coping. A paired sample t-test was 
employed to investigate any differences an individual might have when coping with specific 
compared to general problem solving. A significant difference was found for the subscale of 
problems solving where participants indicated higher scores for general compared to specific 
problem solving (t=4.04, df = 46, p<0.001). It was also observed that participants rated 
higher scores for non productive coping strategies when considering their general problems 
in comparison to their specific concerns (z = -2.23, n = 40, p = 0.026). This suggests that 
whilst participants use problems solving more when thinking about their general worries 











x̄ / median (SD/ range) 
 
Specific Coping 




x̄ = 18.49 (0.68) 
 
x̄ = 16.74 (0.80) 
 
Reference to Other 
 
Med = 9 (4 – 17) 
 
x̄ = 9.94 (0.50) 
 
Non Productive Coping 
 
Med = 31 (12-65) 
 
x̄ = 27 (0.94) 
 
7.10 Clinical characteristics 
To assess the perceived quality of life of the participants and their adaptation to their 
situation, the World Health Organisation Quality of Life (short version) (WHOQOL BREF) 
(World Health Organisation, 1998) was administered as was the Beck Depression Inventory 
II (BDI-II) (Beck, Steer & Brown, 1996) to assess mood.  
7.10.1 Quality of life 
Psychological quality of life was the only WHOQOL subscale not normally distributed (w = 
0.958, p = 0.028). The mean or median WHOQOL BREF subscale scores were as follows; 
physical quality of life x̄  = 46.92 (sd ± 16.08), psychological quality of life median = 41.67 
(range 16.67 – 83.33), social quality of life x̄ = 54.74 (sd ± 23.34) and environmental quality 
of life x̄ = 60.10 (sd ± 18.49).  These scores reflect that participants were most satisfied with 
the quality of their environment followed by the quality of their social relationships. They 
rated their satisfaction with their psychological quality of life lowest. Interestingly, the 
WHOQOL BREF subscales correlate with each other demonstrating the interaction of all 
four areas within quality of life, that is, one facet of quality of life is likely to impact on 
another. 
  
When exploring quality of life in relation to social support, a number of significant results 
were found. Table 7.5 presents the significant associations between quality of life and the 






Table 7.5 Spearman‟s rank correlation coefficients for the WHOQOL BREF subscales and 














Overall discrepancies in 
emotional support 
n.s -0.406** n.s -0.339* 
Overall discrepancies in 
practical support 
n.s -0.375* n.s -0.293* 
 
Overall discrepancy in 
social support 
n.s -0.461** n.s -0.392* 
Discrepancy in emotional 
support from close relative 
-0.280* -0.495** -0.321* -0.468** 
n.s = not significant 
* significant at p<0.05, ** p≤0.001 
 
Lower perceived psychological and environmental quality of life was associated with 
discrepancies in emotional, practical and overall support received from the entire social 
network.  
 
Of note is that the discrepancy in emotional support from a close relative was significantly 
associated with all four domains of the quality of life scale. This demonstrates worse 
adaptation in those who rated they received less than their ideal amount of social support 
from their close relative.  
7.10.2 Depression scores 
The BDI II was not normally distributed (w = 0.951, p=0.011). The median score on the BDI 
was 25 (range 0-57) indicating a „moderate‟ level of depression within the sample (category 
range 20 – 28). 
 
In addition, the BDI II had significant negative correlations with all the WHOQOL BREF 
subscales at p<0.01 level (physical rho = -0.515, psychological rho = -0.870, social rho = -
0.444, environmental rho = -0.560). Whilst it may not be surprising that higher depression 
scores are associated with lower satisfaction with quality of life, the strength of association 




Also significantly correlated to low mood was social support where higher reported 
discrepancies between actual and ideal emotional and practical support correlated to higher 
levels of depression (rho=0.397, p=0.002). This was also replicated when considering close 
relatives as sources of emotional and practical support where discrepancies were also 
significantly associated with higher levels of depression (rho=0.440, p<0.001). 
7.10.3 Distribution of Adult Attachment Interview Classification 
As previously discussed, AAI analysis can be broken down into 2,3,4 and 5 way analysis. 
Every individual is assigned an „organised‟ strategy of attachment which could be secure (F), 
insecure/dismissing (Ds) or insecure/ preoccupied (E). For 2 way analysis, the two insecure 
categories are collapsed together so that analysis is carried out on secure vs insecure 
attachment classification. For three way analysis, the attachment classifications are left as F, 
Ds and E.  
 
For four way analysis, an individual can be deemed as „disorganised‟ with respect to loss or 
trauma and are classified „unresolved‟ thus receiving a U classification. Theory suggests that 
this disorganisation may only be temporary (George et al., 1996) so in addition to U, the 
individual is also assigned the best fitting „organised‟ classification shown in the rest of the 
narrative e.g. U/F. For four way analysis participants can be labelled as F, Ds, E and U so a  
participant with a U/F would be categorised as U in four way analysis but in three way 
analysis, would be classified as F.  
 
A final way to analyse AAI data sees the introduction of the „Cannot Classify‟ category (CC) 
that represents a breakdown in an individual‟s global attachment strategy where there are 
now 5 labels for coding; F, Ds, E, U and CC. Similar to the previous example, where an 
individual is classified as CC there is always a secondary „organised‟ classification (e.g. 
CC/Ds). For this example, in 5 way analysis the participant would be in the CC classification 
but for 3 way analysis they would be in Ds.  
 
The distribution of attachment classification, measured by the AAI (George, Kaplan & Main, 







Table 7.6 Adult Attachment Classification (n=60) 
AAI Category 2 way (n/%) 3 way (n/%) 4 way (n/%) 5 way (n/%) 





38 (63.3) 36 (60) 34 (56.7) 
Insecure: Preoccupied 
(E) 
43 (71.7) 5 (8.3) 3 (5.0) 3 (5.0) 
Unresolved (U)   8 (13.3) 7 (11.7) 
Cannot Classify (CC)    3 (5.0) 
 
When comparing AAI classification there were significant differences in gender for two way 
analysis; secure/ insecure (
2
=6.570, df = 1, p=0.01) where less males and more females than 
expected were classified as secure. This gender difference extended into  three way analysis; 
secure/ dismissing/ preoccupied (
2 
= 6.571, df = 2, p=0.037) where not only were there less 
males and more females rated as secure than expected, more males and less females were 
rated as dismissing. There were no differences for the preoccupied classification. No gender 
differences existed in 4 way and 5 way analysis.  
 
The over representation of insecure attachment classification is similar to that found in adult 
clinical samples (e.g.  Bakermans-Kranenberg & van IJzendoorn, 2009; Broberg, 2001; 
Fonagy et al., 1996). The majority representation of insecure/ dismissing is comparable to 
the results found in non clinical adolescent samples in empirical work (e.g. Ammanati et al., 
2000) and meta-analyses (e.g. Bakermans-Kranenberg & van IJzendoorn, 2009a) and clinical 
adult samples (e.g. Fonagy et al., 1996). 
 
There was a significant difference in the AAI classification of individuals with parents who 
had mental health problems in comparison to those who did not (χ
2 
=7.162, df=2, p=0.028). 
Notably all those classified as insecure/ preoccupied had at least one parent with mental 
health difficulties. In terms of beliefs about their own mental health, individuals who did not 
believe they had mental health difficulties were significantly more likely to have an insecure/ 
dismissing attachment style (χ
2 





7.11 AAI and clinical characteristics 
Surprisingly, AAI classification was not associated with any of the clinical correlates of 
emotion regulation scores, quality of life, depression scores or coping in either two way (e.g. 
secure/ insecure) or three way (e.g. secure/ autonomous, insecure/ dismissing and insecure/ 
preoccupied) analysis.   
 
For interpersonal difficulties, 3 way attachment classification had a significant effect on the 
self sacrificing (
2
=7.843, df = 2, p=0.020) and intrusive/ needy (
2
=8.532, df = 2, p=0.014) 
subscales where a preoccupied attachment style had higher ranking with self sacrificing and 
a secure attachment with the intrusive/ needy subscale.  
7.11.1 ‘Coherence of transcript’ 
Coherence of transcript is a score assigned to each AAI transcript and is representative of the 
coherence of narrative demonstrated by the speaker and forms the basis for final attachment 
classification. Scores can range from -1 where there is no coherence to the narrative and the 
individual speaks in confusing or contradictory ways violating the Gricean maxims of 
language, to 9 where the speaker demonstrates high levels of coherence and is fully 
cooperative with the interview according to Grice‟s maxims.  The higher the level of 
coherence, the more likely the individual will be classified as having a secure attachment 
style. In this sample, the coherence of transcript scores were not normally distributed 
(w=0.866, p<0.001). The median score was 3, representing a narrative lacking in coherence, 
and ranged from 1 to 7.5 (with the possible range of -1 to 9). 
 
Using coherence of transcript as a continuous, rather than categorical, representation of 
attachment, its possible associations with clinical, social and interpersonal correlates were 
examined. A number of these demonstrated significant correlation with coherence of 
transcript and are presented in table 7.7.  
 
Of note, the higher the coherence of transcript score the lower the rating for psychological 
quality of life and the emotional support received from close friends. Also, the more 
coherent the narrative the higher an individual rated their levels of depression and use odf 




These results suggest, in contrast to the literature, there is worse adaptation to mental health 
difficulties in those who are more able to likely to be coded as secure on the AAI, a coding 
made on the consistency of narrative regarding their childhood experiences. 
 
Table 7.7 Clinical and interpersonal correlates associated with coherence of transcript 
Clinical measure Spearman’s rho P value 
IIP 32 – Vindictive/ self centred subscale -0.273 0.038 
IIP 32 – Self sacrificing subscale 0.288 0.028 
IIP 32 – Intrusive/ Needy subscale 0.365 0.005 
Psychological quality of life -0.347 0.011 
Beck Depression scale 0.329 0.015 
REQ Internally dysfunctional emotion regulation 0.380 0.005 
F-SOZU Social strain subscale 0.282 0.045 
SOS Emotional support received from close 
relatives 
-0.346 0.008 




7.11.2 Loss and trauma measured by the AAI 
Fifteen (20.5%) of the sample had experienced trauma as defined by the adult attachment 
classification system which includes emotional, physical or sexual abuse by an attachment 
figure. Forty four (60.3%) had suffered the loss of a close loved one in their lifetime and 
thirteen (21.3%) had experienced both loss and trauma. The overall score for trauma was not 
normally distributed (w=0.757, p<0.001) and had a median of 1.5 and ranged from 1 to 8.5. 
A score above 5 would result in primary placement into the unresolved category for 
attachment. The low score of 1.5 suggests a population that whilst the majority have 
experienced loss and/ or abuse, their ability to describe these experience results in a 




7.12 Reflective function scores measured from the AAI 
The scores for reflective function (RF) (Fonagy, Target, Steele & Steele, 1998) were not 
normally distributed (w=0.938, p=0.005). The median RF score was 3 and ranged from -1 to 
7. The score of 3 is representative of a „questionable‟ level of reflective functioning (Fonagy 
et al., 1998) where the individual rarely demonstrates an understanding of their mental state 
and those of others. They may occasionally show some reflective function but on a 
superficial level and inconsistent basis.  This score reflects a similar level of reflective 
functioning found in adult mental health samples where Fonagy et al., (1996) reported a 
mean score of 3.7 (sd±1.8) in psychiatric inpatients, and Macbeth et al., (2011) found a 
median of 3 (range 0 to 7) in a first episode psychosis sample. No significant effects were 
found for age or gender and no associations were found with any of the clinical measures 
used except for physical quality of life (rho = 0.282, p = 0.016).  
 
It has been hypothesised that a secure attachment style fosters the development of 
mentalizing skills so the reflective function scores across the AAI categories were compared 
for analysis. There was a significant effect of attachment on RF scores (
2
=6.853, df = 2, 
p=0.033) where the median score for a secure attachment is 5 (range 1 to 7), for insecure/ 
dismissing the median is 3 (range -1 to 6) and for insecure/ preoccupied attachment the 
median was also 3 (range 1 to 7). RF scores were also significantly correlated with 
coherence of transcript scores (rho = 0.509, p<0.001).  
 
In terms of social relationships, RF scores were correlated to the number of friends (rho = 
0.40, p = 0.002) and number of close friends (rho = 0.299, p=0.020). Interestingly, there was 
a negative correlation between RF and the amount of overall practical help received by a 
young person (rho = -0.315, p=0.016) suggesting that the more able the individual was to 
think about the mental states of themselves and others, the less practical help they reported to 
receive.  
7.13 Summary of interpersonal and clinical characteristics 
The descriptive data above presents a clinical picture of adolescents with „moderate‟ levels 
of depression, interpersonal difficulties and a strong likelihood to demonstrate an insecure/ 
dismissing attachment style. The attachment style of the sample is largely insecure in their 
attachment with the insecure/ dismissing category having the largest membership. The 
overall level of reflective ability in the sample is „questionable‟ and when the participants 
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were concerned about specific worries they reported they were more likely to utilise 
maladaptive coping strategies.  
 
Functional emotion regulation strategies were associated with more perceived social support 
whereas dysfunctional strategies demonstrated significant association with higher levels of 
discrepancy between the actual and ideal levels of support. Poorer quality of life and higher 
levels of depression were also associated with a lack of perceived support.  
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Part III – Participants examined according to service and diagnosis 
7.14 Sample characteristics by service 
Due to the differing nature of the tier IV services where recruitment was based, an additional 
section was felt necessary to explore any potential differences between the adolescents in 
each service. To recap, the tier IV services are as follows; An Early Psychosis Support 
Service (EPSS), A Day Programme and an adolescent inpatient unit.  
 
EPSS is the only early intervention service in Scotland for psychosis in adolescence. The 
team accept referrals from the age of 13 up to the 19
th
 birthday of an individual. It provides 
an assertive outreach programme that includes at least weekly visits from their individual‟s 
Community Psychiatric Nurse (CPN) and a weekly group programme to facilitate social 
skills. EPSS also offers Behavioural Family Therapy (BFT) to all families within the service. 
This is approximately a 16 week course of therapy focusing on and developing the 
communication skills within the family and, if agreeable, the young person is encouraged to 
share their understanding of their difficulties with the family. In addition, weekly 
psychological and occupational therapy appointments are offered when a young person is 
able to engage in therapeutic activities. 
 
The Day programme is a service for 13 to 18 year olds who require a more intense input than 
tier III services can provide. All mental health difficulties are accepted with the exception of 
individual‟s experiencing a psychotic illness. The service focuses on group therapy and 
offers three groups a week: one is for recreational activities, one facilitates the group talking 
about their difficulties and the third has a focus on using artistic techniques to encourage 
expression within the young person. CPN sessions are offered in addition to psychology 
occupational therapy. BFT is also offered within this service. 
 
The inpatient unit is an adolescent ward that accepts referrals for young people aged between 
13 and 18 who are suffering with a mental health difficulty and where they can no longer 
manage the community. All mental health difficulties are accepted in the unit and they run a 
twice weekly group programme (with a creative or recreational focus), offer BFT, 
occupational therapy and psychological intervention. Assisting young people to return to the 





7.14.1 Clinical and interpersonal characteristics by service 
Clinical and interpersonal characteristics were investigated using Kruskal Wallis analysis 
and there were no significant differences across the services for interpersonal difficulties or 
coping. Nor were there any significant differences between individual‟s in differing services 
for trauma scores, attachment classification (2, 3, 4 and 5 way), coherence of transcript 
scores or reflective function scores. The distribution of attachment classification by service is 
provided for information purposes and can be seen in table 7.8.  
 
Table 7.8 Adult Attachment Classification by service (n=60) 
AAI Category Service 3  way 
(n/% within 
service) 
4 way (n/% 
within 
service) 
5 way (n/% 
within 
service) 
Secure Day Programme 4 (50.0) 3 (37.5) 3 (37.5) 
 EPSS 4 (22.2) 4 (22.2) 4 (22.2) 
 IPU 9 (26.5) 6 (17.6) 6 (17.6) 
Insecure: Dismissing Day Programme 4 (50.0) 4 (50.0) 4 (50.0) 
 EPSS 13 (72.2) 11 (61.1) 11 (61.1) 
 IPU 21 (61.8) 21 (61.8) 19 (55.9) 
Insecure: Preoccupied Day Programme 0 0 0 
 EPSS 1 (5.6) 0 0 
 IPU 4 (11.8) 3 (8.8) 3 (8.8) 
Unresolved Day Programme  1 (12.5) 1 (12.5) 
 EPSS  3 (16.7) 3 (16.7) 
 IPU  4 (11.8) 3 (8.8) 
Cannot Classify Day Programme   0 
 EPSS   0 
 IPU   3 (8.8) 
 
Although no significant differences were found between the services, it should be noted that 
the majority of both inpatient unit and EPSS participants had insecure/ dismissing 
attachment classification whereas the Day programme had an even split between secure and 
insecure/ dismissing albeit a smaller sample. Also of interest, is that when considering 4 way 
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analysis where those who are predominantly unresolved with respect to loss and trauma, all 
three services have a similar percentage of participants coded as unresolved. Finally, those 
who were coded „cannot classify‟ in the 5 way analysis, where their narrative was deemed 
highly incoherent or contradictory, were all inpatients at the time of the study.  
 
A trend was noticed across the service where coherence of transcript and reflective function 
scores of individuals from the day programme were higher than those from the inpatient unit 
or EPSS (see table 7.9 below). Indeed, in terms of reflective function, the median score of 5 
recorded with the adolescents in the day programme is indicative of „ordinary‟ levels of 
mentalization. In comparison, the median score of 3 in both the inpatient and EPSS groups is 
considered to demonstrate a lack of reflective function. This is where participants may have 
labelled mental states of themselves and others in the AAI but not elaborated on them or 
demonstrated an understanding of what they mean.  
 
Table 7.9 Coherence of transcript mind and reflective function scores from the AAI by 
service 




Day Programme 5.0 5.0 
EPSS 2.0 3.0 
In patient unit 3.0 3.0 
 
There were, however, a number of significant results demonstrating differences between 
services for other clinical correlates. Significant results emerged between the services for 
depression, the subscales of internally dysfunctional and internally functional emotion 
regulation strategies and both psychological and social quality of life.  
 
There was a significant difference in BDI scores across the three services ((
2
=11.68, df = 2, 
p=0.003). Tamhane T2 test of post hoc differences indicated significant differences between 
the EPSS and inpatient unit participants with individual‟s in EPSS recording a median score 
of 9.5 (range 0-36) in comparison to the inpatient unit participants reporting a median of 28 
(range 3-57). There was also a significant difference between the EPSS group and the Day 
programme group with median scores recorded as 9.5 (range 0-36) and 33 (range 0-57) 
respectively. This suggests that individuals in the EPSS service were reporting significantly 
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less depression than either of the other two services. There was no significant difference 
between the inpatient unit and day programme scores.  
 
With regards to emotion regulation strategies, a significant difference was found between 
services for both the internally dysfunctional subscale (
2
=7.67, df = 2, p=0.022) and 
internally functional subscale (
2
=12.53, df = 2, p=0.002). Post hoc analysis using Tamhane 
T2 statistic indicated a significant difference between the EPSS and inpatient unit 
participants. The inpatient unit group demonstrated significantly higher scores on the 
employment of internally dysfunctional strategies to regulate emotion than EPSS (median 
scores of 10 (range 0-17) and 5.5 (range 1-13) respectively). In contrast, EPSS participants 
scored significantly higher than inpatient unit participants for utilising internally functional 
emotion regulation strategies with median scores of 10 (range 5-13) and 8 (range 2-16) 
respectively. The scores for the Day programme participants were not significantly different 
to the scores for EPSS or the inpatient unit. 
 
For psychological adaptation, there were significant differences across the groups for 
psychological (
2
=6.853, df = 2, p=0.033) and social (
2
=6.853, df = 2, p=0.033) quality of 
life scores. Again, post hoc analysis with Tamhane T2 demonstrated significant differences 
between groups with EPSS rating higher adaptation scores than the inpatient unit with 
median scores for psychological quality of life being 50 (range 20.83–83.33) and 37.50 
(range 20.8 –62.50) respectively and median scores for social quality of life being 66.67 
(range 25-100) and 50 (range 0-91.67) respectively. There were no significant differences 
between the scores from the Day programme group in comparison to EPSS and the inpatient 
unit.  
 
 7.14.2 Social characteristics by service 
There were no significant differences across the groups for all measures of social support 
with the exception of the positive social support subscale in the F-SOZU (
2
=9.04, df = 2, 
p=0.011). Post hoc analysis conducted with Tamhane T2 found a significant difference 
between EPSS and the inpatient unit where median scores were recorded as 3.95 (range 
2.82-4.82) and 3.18 (range 1.27-4.73) respectively indicating that the participants in the 




7.14.3 Summary of service characteristics  
In this section it is evident that those participants in the inpatient unit report higher levels of 
distress and poorer levels of psychological adaptation, particularly in comparison to those in 
the EPSS service. They also report utilising more internally dysfunctional emotion regulation 
strategies than the other services and less internally functional ones. Participants in the 
inpatient unit also perceived lower levels of social support from their network. In terms of 
attachment and mentalization, the Day programme participants demonstrate higher RF skills 
and coherence of transcript scores on the AAI.  
7.15 Sample characteristics by diagnosis 
A research diagnosis was recorded for each participant and investigated to ascertain if, as 
hypothesised, diagnosis provides limited evidence when trying to understand severe and 
enduring mental health in the context of attachment and mentalization. The alternative 
position of this thesis is that focus should be on the underlying mechanisms that are 
associated with these concepts such as emotion regulation and social support which will 
better explain the association between mental ill health and psychological adaptation. 
However, diagnosis was examined to see if it added to the evidence found thus far. Due to 
the sample size the diagnoses were collapsed into three groups; 1) Psychosis/ At risk mental 
states/ Bipolar disorder, labelled as „psychosis‟ for further analysis 2) Eating disorders and 3) 
Depression.  
7.15.1 Clinical and interpersonal characteristics by diagnosis 
In terms of clinical and interpersonal characteristics there was no significant difference 
across the diagnostic groups for 2,3,4 and 5 way AAI categorisation and no significant 
difference for coherence of transcript, trauma and reflective function.  
 
On the IIP-32, a significant difference was found between groups on the cold/ distant 
subscale (
2
=6.65, df = 2, p=0.036) with post hoc analysis (Tamhane T2) indicating a 
significant difference between the eating disorder and depression group. Those with 
depression rated themselves as significantly more cold and distant than the eating disorder 
group (median scores 7, range 0-13 and 2, range 0-12 respectively).  
 
In terms of emotion regulation, there were significant differences across the three diagnostic 
groups for the subscales of internally dysfunctional emotion regulation strategies (
2
=8.57, 
df = 2, p=0.014) and internally functional strategies (
2
=6.46, df = 2, p=0.040). Tamhane T2 
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post hoc testing indicated a significant difference in internally dysfunction emotion 
regulation scores between the psychosis and depression group. Those diagnosed with 
depression scored significantly higher (median score 11, range 1-16) than those with a 
psychosis diagnosis (median score 6, range 1-13).  
 
There was also a significant effect across diagnostic group when considering overall 
depression scores as rated by the participants (
2
=7.84, df = 2, p=0.024). Perhaps 
unsurprisingly, post hoc analysis indicated a significant difference between the depressed 
group and the psychosis group (median score 31, range 0-27 and 11, range 0-53 respectively) 
with the depressed group reporting significantly higher levels of low mood. There was no 
difference between the eating disorder group and depression or psychosis.  
 
Finally, a significant difference was also found in psychological adaptation between 
diagnostic groups on the psychological quality of life subscale (
2
=8.52, df = 2, p=0.014) 
and the social quality of life subscale (
2
=7.54, df = 2, p=0.023). Taking psychological 
quality of life first, post hoc analysis revealed a significant difference between the depression 
and eating disorder group and the depression and psychosis group. The depression group 
scored significantly lower for perceived psychological quality of life (median score 33.33, 
range 16.67-70.83) than both the eating disorder group (median score 35.42, range 20.83-
70.83) and psychosis group (median score 47.92, range 20.83-80.33). For social quality of 
life, post hoc analysis indicated a significant difference between the depression and 
psychosis group with the former, again, scoring lower than the psychosis group, The median 
score for the depression group was 50 (range 0-83.33) whereas the median for the psychosis 
group was 66.67 (range 16.67-100).  
7.15.2 Social characteristics by diagnosis 
The only social support subscale where a significant difference was found between the 
groups was positive social support from the F-SOZU (
2
=12.43, df = 2, p=0.002). Post hoc 
analysis using the Tamhane T2 statistic indicated that the individuals diagnosed as depressed 
scored significantly lower on perceived positive support from their social network (median 
score 2.73, range 1.91-4.73) than both the eating disorder group  and the psychosis group 
(median scores 3.72, range 2.55-4.73 and 3.95, range1.27-4.82 respectively). There was no 




7.15.3 Summary of characteristics by diagnosis 
No differences were found for attachment classification or reflective function score across 
the diagnostic groups. In terms of diagnostic group, participants diagnosed with depression 
indicate a higher degree of clinical and interpersonal difficulties including depression, poor 
psychological adaptation and maladaptive emotion regulation strategies. The eating disorder 
group report significantly higher levels of psychological adaptation and perceived positive 
social support than the depression group.  In comparison to the other two groups, those who 
are in the psychosis group report higher perceived satisfaction with positive social support, 
less depression and better psychological adaptation. 
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Part IV – Hypotheses 
 
To be able to construct and confirm the latent variables, proposed in this thesis as emotion 
regulation, interpersonal difficulties and social support, and investigate them in relation to a 
number of exogenous and endogenous variables, structural equation modelling (SEM) was 
performed.  
7.16 Statistical analysis methods 
SEM methodology was chosen over multiple regression because it allows for the 
investigation of multiple dependent variables and multiple indirect effects as well as 
providing an overall fit of the a priori model to the data provided. This is a clear advantage to 
multiple regression where only single dependent variables can be examined and although 
single meditational effects can be investigated in multiple regression, albeit in an inherently 
protracted way involving many comparative regressions and a large number of covariates 
limiting the power of analysis, multiple regression effects cannot be used with this 
methodology. It also does not provide an overall fit of the model to the data which is key 
when trying to understand complex and casual relationships.  
 
SEM was also considered over path analysis due to the latter having highly restrictive 
assumptions including variables that should be measured without error, errors should not be 
inter correlated and paths are unidirectional. More importantly, however, is the requirement 
in path analysis of using single indicators which for many psychological variables is 
impractical because they are very rarely directly observable. For example, investigating the 
construct of emotion regulation in path analysis would necessitate using multiple indicators 
in an effort to measure this latent variable, again, a difficult process that SEM avoids by 
being able to construct and use latent variables within the paths.  
  
SEM is a theoretically driven confirmatory technique that encompasses both a measurement 
model, in confirmatory factor analysis, and a structural model. The measurement model is 
assessed using confirmatory factor analysis, driven by theory, to estimate a population 
covariance matrix (compared to the observed matrix) with at least two indicators for each 
factor. Examining the measurement model allows the researcher to confirm whether the 
model is identified (i.e. that there is a unique solution for each model parameter). Once 
identified, the estimation can take place. This together with the structural model allows for 
the examination of direct and indirect (mediated) paths between exogenous and endogenous 
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variables, which are either directly observed variables or latent, based on theoretically or 
empirically based suppositions.  
7.16.1 Assessment of the SEM 
To assess a SEM a number of factors should be considered. The most obvious is the measure 
of „Goodness of Fit‟ of the model and there are a variety of different measures in wide use. 
For this study the Comparative Fit Index (CFI), chi square, Root Mean Square Error of 
Approximation (RMSEA) and the Standarized Root Mean Squared Residual (SRMR) were 
used. Two index strategy fits are recommended for inclusion (Hu & Bentler 1998) because 
the SRMR is most sensitive to misspecified structural model components whilst the RMSEA 
is most sensitive to misspecified factor loadings. The CFI avoids an underestimation of fit 
and it is recommended to report at least two fit indices to minimise the chance of Type I and 
Type II errors (Hu & Bentler, 1999; Bentler, 2007). For continuous data Hu and Bentler 
(1999) suggested acceptance levels for the CFI should be ≥0.95, <0.06 for the RMSEA (with 
an acceptable range of 0 to ≤0.08), <0.08 for the SRMR and chi square should be non 
significant to indicate a good fit of the model to the data.  
 
The sample for this analysis included all participants and was bootstrapped to provide data 
for 1000 cases of which data was provided for 983.  Missing data were handled under the 
Missing At Random (MAR) assumption using Full Maximum Likelihood (FIML) estimation 
to fit the model using MPlus v5.21 (Muthén & Muthén 2009). Although there were no 
outliers, evidence for the sample demonstrated non normal distribution across the data set.  
7.17 Hypotheses and analysis 
From the literature review the following questions were asked of this data: 
1) Does attachment and reflective function directly and indirectly predict psychological 
adaptation to mental health difficulties as the literature suggests? 
2) Do emotion regulation, interpersonal difficulties and social support fully mediate the 
effects of attachment and reflective function?  
 
Specific hypotheses were proposed as: 
1) Attachment and mentalization will be associated with developmental 
psychopathology with a majority of insecure attachment styles and poor reflective 
function shown in the sample. 
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2) Attachment and mentalization will be associated with an individual‟s psychological 
adaptation and mood when experiencing a mental health difficulty. This relationship 
will be mediated by the underlying mechanism of emotion regulation. 
3) Interpersonal difficulties will be associated with insecure attachment styles or poor 
reflective function and will be negatively associated with psychological adaptation 
and mood. 
4) Perceptions of social support will be associated with low mood and the 
psychological adaptation of the individual. Perception of support will be predicted 
by attachment style and levels of reflective function. 
 
An a priori path model was constructed (see figure 7.1 for schematic representation) and 
tested for model fit of the data and both direct and indirect pathways. Pathways were based 
on the theoretical assumptions discussed earlier in the literature. Namely that attachment and 
reflective function have both a direct effect on psychological adaptation but also an indirect 
effect where this relationship is partially mediated by the constructs of emotion regulation, 













Figure 7.1 A priori baseline model for mediation for psychological adaptation and low mood 
in adolescents with severe and enduring mental health difficulties  
 
This initial model had a poor fit (CFI=0.661, 
2
(90)=275.040, p<0.001, RMSEA=0.169, 
SRMR = 0.217). The statistical evidence suggested further examination of the latent 
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variables so therefore CFA was carried out to re examine the constructs where each factor 
should have at least two indicators and not have correlated error variance. In this data set 
interpersonal difficulties was reduced to a directly observed variable, both emotion 
regulation and social support went from four indicators to two and psychological adaptation 
retained four indicators. The latent variable of social support became representative of 
negative social support with social strain and a negative expectation about the ability of 
others to help at times of difficulty. Emotion regulation as a latent variable represented 
positive aspects of regulation that included both internally and externally functional 
strategies. Psychological adaptation was represented as psychological, physical, social and 
environmental quality of life. Re running the SEM with the same direct and indirect paths 
produced a significantly better fitting model (CFI=0.863, 
2
(40)=92.305, p<0.001 
RMSEA=0.134, SRMR= 0.162). 
 
At this stage, due to the sample size and the continued poor fit of the model, it was deemed 
appropriate to split the a priori model into three separate and more simplified models. Each 
model was based on the psychological mechanisms proposed to have an effect on the 
relationship between attachment, reflective function and psychological adaptation in 
adolescents with severe and enduring mental health difficulties. These mechanisms were 
emotion regulation (model 1, figure 7.2), interpersonal difficulties (model 2, figure 7.3) and 
social support (model 3, figure 7.4). The new models also incorporated a number of post hoc 
modifications grounded in theoretical assumptions), and were as follows: 
 
 Negative emotion regulation strategies were introduced as a potential mediating 
variable in model 1, based on the empirical literature demonstrating a robust 
association between attachment/ reflective function and the development of poor 
emotion regulation which are in turn associated with mental health difficulties. 
 
 Interpersonal difficulties was entered as a directly observed variable in model 2. 
 
 The importance of quality of support and the theorised negative influence of 
discrepancies in social support led to the inclusion (in model 3) of a directly 






7.17.1 Model 1 (figure 7.2) 
Pathways were constructed as per the literature, that emotion regulation (both functional and 
dysfunctional) would mediate the relationship between attachment/ reflective function and 
psychological adaptation in this sample of adolescents with severe and enduring mental 
health difficulties. The basic model provided a good fit to the data (CFI=0.965, 
2
(20)= 
27.32, p=0.126, RMSEA= 0.071, SRMR=0.063). Figure 7.2 demonstrates that, in agreement 
with the literature, attachment coherence of transcript and reflective function correlate with 
each other and that reflective function directly predicts better psychological adaptation in 
this sample. An indirect relationship was found between attachment coherence of transcript, 
internally dysfunctional emotion regulation and psychological adaptation (β=-0.18, p=0.023) 
where higher coherence of transcript predicted an increased reported use of internally 
dysfunctional emotion regulation strategies which themselves predicted worse psychological 
adaptation.  
 
To assess if this path provides a partially mediated or fully mediated model, the direct path 
between attachment coherence of transcript and psychological adaptation was removed. 
There was no significant increase in the model chi square and the model was not weakend 
suggesting that this model is one of full mediation. Essentially, that the effect of attachment 
coherence of transcript on psychological adaptation is fully mediated by the use of internally 
dysfunctional emotion regulation strategies.  
 
The latent variable of functional emotion regulation strategies was negatively correlated to 
the use of internally dysfunctional strategies and also directly predicted better psychological 
adaptation.  
 
7.17.2 Model 2 (figure 7.3)  
It was hypothesised that interpersonal difficulties would be associated with attachment and 
reflective function whilst also having a negative association with psychological adaptation. 
Figure 7.3 demonstrates a model of good fit (CFI=0.976, 
2
(11)= 14.78, p=0.191, RMSEA= 
0.069, SRMR= 0.054) where higher levels of interpersonal difficulties predict worse 
psychological adaptation in adolescents with severe and endurig mental health difficulties. 
However, whilst in the model interpersonal difficulties was not directly related to attachment 
coherence of transcript and reflective function (both of which directly predicted negative and 
positive adaptation respectively), when it was removed from the model, the overall fit 
decreased. Of note, whilst the path from reflective function to adaptation did not change, the 
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path from attachment coherence of transcript to psychological adaptation increased from β= -
0.31 to β= -0.37 suggesting that interpersonal difficulties plays a moderating role in this 
latter relationship.  
 
7.17.3 Model 3 (figure 7.4) 
Pathways were constructed from the literature investigating if discrepancies in social support 
had an effect on the proposed relationship between attachment/ reflective function and 
psychological adaption. This model demonstrated a good fit (CFI=0.951, 
2
(12)= 18.99, 
p=0.0.08, RMSEA= 0.09, SRMR= 0.06) where although attachment coherence of transcript 
and reflective function were correlated, the former did not predict psychological adaptation 
whereas the latter did. Indeed, reflective function predicted both positive adaptation and 
higher levels of perceived discrepancy in social support. Discrepancy in social support also 
directly predicted worse adaptation in this adolescent sample.  
 
When the direct path between reflective function and psychological adaptation was removed 
from this model, testing a fully mediated model, the overall fit decreased and the indirect 
path between reflective function, discrepancies in social support and adaptation were 
significant (β=-0.11, p=0.053). This suggests that the model is one of partial mediation. 
Here, where mediation may occur via discrepancies in social support, it is only partia and 
that reflective function has a direct effect on psychological adaptation too wither due to the 
intrinsic nature of this skill or perhaps there is another intervening variable that has not been 
accounted for in this model.  
 
Of note, whilst this model meets criteria for CFI and non signficiant chi square, the RMSEA 
is outside the acceptable range of fit. However, the RMSEA can be artificially large due to 
greater sampling errors in small sample sizes, which this data set is considered to be in SEM.  
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 Figure 7.2  
Model 1 Structural equation model for mediation of psychological adaptation through emotion regulation in adolescents with severe and enduring 
mental health difficulties (CFI=0.965, 
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Model 2 Structural equation model for moderation of psychological adaptation on through interpersonal difficulties in adolescents with severe and 
enduring mental health difficulties (CFI=0.976, 
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Model 3 Structural equation model for mediation of psychological adaptation through discrepancies in social support in adolescents with severe and 
enduring mental health difficulties (CFI=0.951, 
2




As Shrout & Bolger (2002) suggest,  
„Mediation models of psychological processes are popular because they allow interesting 
associations to be decomposed into components that may be useful both for theory 
development and for identification of possible points of intervention‟ (p.422) 
 
These confirmed models of psychological adaptation in an adolescent sample with severe 
and enduring mental health difficulties demonstrate causal paths and latent variables that had 
not yet been explored. They offer a unique insight into the exogenous variables that predict 
outcome and the interaction they have with other endogenous variables through both direct 
and indirect paths and provide a basis for which interpretation of difficulties and therapeutic 
interventions can be established. The following section will discuss the results presented in 
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The implications of an attachment and mentalization based understanding of 
adolescent psychopathology 
7.0 Introduction 
This thesis presents an exploration of the clinical characteristics of an adolescent sample 
recruited from Tier IV Child and Adolescent Mental Health Services (CAMHS). To 
conclude this work, this section will focus on summarising the results both in relation to 
previous empirical work and theoretical context. It will present the conclusions and 
arguments of this thesis addressing each of the research questions posed in section 3. 
7.1 Attachment and psychological correlates 
In this work the majority of participants (72%), were coded as insecure which replicates 
previous findings from clinical samples (Allen, Hauser & Borman-Spurell, 1996; 
Bakermans-Kranenburg & van IJzendoorn, 2009a; Broberg, 2001; Fonagy et al., 1996; 
Rosenstein & Horrowitz, 1996, van IJzendoorn & Bakermans-Kranenburg, 1996, 2006). 
This percentage is similar to the one provided in the meta analysis of 10500 adult attachment 
interviews (AAI) by Bakermans-Kranenburg and van IJzendoorn (2009a) who found 73% of 
clinical populations (76 samples, n=1956) to have an insecure attachment. The predominance 
of insecure/ dismissing category in this sample replicates results from clinical adult samples 
(e.g Fonagy et al., 1996) suggesting that the adolescent narratives are compromised by their 
clinical difficulties inherent in a severe and enduring mental health difficulties. This is in 
contrast normative adolescent samples whereby the narrative is not restricted and extensive 
literature has indicated that the individual is able to utilize models of self and others during 
the interview and the AAI can measure their attachment representations (Allen, 2008; Main, 
1991).  
 
In line with previous meta analysis (van IJzendoorn & Bakermans-Kranenburg, 1996) type 
of psychopathology was not significantly related to attachment classification. This could be 
due to the use of a small number of diagnostic categories in this research. Alternatively, it 
could be due to the categorical nature of attachment classification where authors (e.g 
Rosiman et al., 2007) have argued analysis by group can lead to artificial cut off points that 
affect the power and statistics of studies. They go on to suggest that, instead, continuous 
analysis allows for comparison by degree rather than comparison of type and should be 
explored within attachment literature. In terms of the AAI, Shmueli-Goetz et al., (2008) 
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proposed that it is possible that some of the subscales used in the AAI to arrive at an overall 
classification may reflect subtle differences that are lost when using a categorical rather than 
continuous approach. Indeed, Rosiman et al., (2007) found subscales underlying secure and 
insecure/ dismissing categories were more applicable to dimensions than categories but little 
analysis of this kind has been conducted and Bakermans-Kranenburg and van IJzendoorn 
(2009a) have noted this ongoing lack of clinical studies utilising these scales. In order to 
avoid the limitations of categorical analysis of attachment the continuous subscale of 
„coherence of transcript‟ was examined in this sample in relation to psychopathology and 
psychological correlates. When assigning a score to this overall scale, all other subscales are 
taken into consideration. It is, therefore, essentially a concluding score that provides the 
foundation for the selection of an attachment classification (Main et al., 2003) where a score 
of 5 or above is usually associated with secure attachment classification and a score of below 
5 associated with insecure attachment.  
 
In contrast to the categorical attachment coding, „coherence of transcript‟ showed significant 
association with psychological correlates and adaptation within this adolescent sample. 
Individuals with a higher coherence score reported themselves as more self sacrificing in 
interpersonal relationships and less self centred. The self sacrificing nature of these 
interactions, where participants rated having difficulty setting limits and boundaries with 
other people, contribute to our understanding of the significant association found in this 
study between higher coherence scores, reported social strain, and a lack of received 
emotional support within close social relationships. By struggling to set limits, these 
participants may have found the needs of other people to be extremely pressing and thus find 
it difficult to establish their own needs within meaningful interpersonal interactions. 
Consequently, their levels of perceived and received social support could be limited and thus 
increase their vulnerability to developing psychopathology as the literature has demonstrated 
that small social networks and poor quality of support is associated with mental ill heatlh 
(Champion, 1995; Thorup et al., 2006).  
 
Somewhat in contrast to the literature and proposed hypothesis that emotion dysregulation 
would be associated with insecure attachment, the results from this work suggest that the 
more able to freely evaluate their childhood experiences, the more the individual will report 
the use of internally dysfunctional strategies to regulate their emotions. The reason for this 
may be two fold; whilst not significant between classifications, the insecure/ dismissing 
group scored the lowest for using internally dysfunctional emotion regulation strategies 
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whilst the secure group scored the highest. This could be a reflection of what Bowlby (1980) 
termed „defensive exclusion‟ whereby the individuals with insecure/ dismissing attachment 
styles attempt to block or suppress emotional distress when their attachment system is 
activated. Consequently they are less likely to acknowledge difficulties particularly in 
relation to emotional distress (Ravitz et al., 2010; Scott Brown & Wright, 2001) or focus on 
strategies that distract attention from the self (Kobak & Cole, 1994). In their defensive 
efforts of over regulation of emotions, individuals with a dismissing attachment style are less 
likely to recognise or acknowledge emotional distress and any associated dysfunctional 
strategies which could account for the lower scores on this self reported construct than 
secure individuals who do not actively avoid emotional distress (Shaver & Mikulincer, 
2007).  
 
Alternatively, work has demonstrated those with a secure attachment are more likely to 
integrate their emotional states (Lazurus, 1991) and understand them as manageable so the 
utilisation of what are considered dysfunctional internal methods of emotion regulation could 
actually be considered functional by this group. By being able to integrate their emotions, 
this group are more likely to acknowledge the use of emotion regulation strategies, 
functional or not. The high levels of distress associated with individuals in Tier IV services 
could mean that internally dysfunctional strategies such as „keeping the feelings locked up 
inside‟ may prevent a threatened engulfment of feelings that could challenge their current 
sense of coherence and cause further emotional difficulties. 
 
This theoretical argument can be continued with the elevated levels of depression associated 
with higher coherence of transcript. The minimising style and over regulation of emotions 
hypothesised to underlie insecure/ dismissing attachment (reflected in a lower coherence of 
transcript score) is likely to manifest in an under reporting of symptomatology in comparison 
to those with a secure attachment. Insecure attachment makes it difficult for the individual to 
modify their internal working model thus leaving them unable to integrate distress and 
subsequently make inaccurate interpretations about themselves and their emotional state 
(Crittenden, 1992; Kobak & Duemmler, 1994). Furthermore, the association of coherence of 
transcript and poor psychological quality of life could also be attributed to the ability of the 
more secure individuals to understand and integrate the experience of having a mental health 
difficulty into their sense of self. Consequently they may recognize and report these 
difficulties in terms of the psychological aspects of their life. Again, this would be in contrast 
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to those with a minimising strategy where the possible negative impact of illness on their 
lives is downplayed or avoided.  
 
This work contributes to the current understanding of attachment and psychopathology by 
demonstrating an indirect relationship between the two constructs. In this sample, attachment 
affects the inner representations an individual has regarding their emotional states which, in 
turn, predicts outcome and adaptation in psychopathology. Those with a secure attachment 
can integrate their emotional states and report difficult feelings and poor regulation strategies 
whilst those with an insecure/ dismissing attachment over regulate their emotions and 
minimise the impact they have on themselves and their actions. 
7.2 Mentalizing skills and psychological correlates 
In keeping with theory, it is proposed that mentalization develops within the context of early 
attachment relationships where sensitive caregiver interactions facilitate the development of 
reflective function (RF) within a secure attachment. A failure of sensitivity in these 
interactions, leads to the inhibition of mentalizing skills. As a result, an individual struggles 
to identify the mental states of both themselves and others (Fonagy et al., 2004). This 
premise is supported by the findings of this work where RF scores significantly 
differentiated secure and insecure attachment classification, and were also positively 
correlated with coherence of transcript scores. Those who were classified as secure 
demonstrated an „ordinary‟ level of reflective function where the individual, 
„...shows an ordinary capacity to make sense of their experiences in terms of thoughts and 
feelings... has a consistent model for thoughts and feelings of self and other...(but) the model 
is limited and does not include understanding of conflict or ambivalence‟ (p.58) (Fonagy et 
al., 1998). 
 
Those deemed insecure could only demonstrate „questionable/ low‟ reflective function where 
there attempts to mentalize were classified as naive, simplistic or potentially over analytical 
where, 
„Interview shows a partial understanding of the intentions of others, but this understanding 
is likely to be banal, clichéd, and excessively general and superficial...normalization of 
experience extends beyond what is culturally acceptable...does not enter into complexities of 
mental states‟ (p.58) (Fonagy et al., 1998).  
 
The overall observed level of RF in this sample of „questionable/ low‟, was similar to results 
of previous studies in both clinical (Fischer-Kern et al., 2010; Fonagy et al., 1996; MacBeth 
et al., 2011; Rothschild-Yakur et al., 2010) and forensic samples (Levinson & Fonagy., 
2004). Sharp et al., (2009) propose that where mentalizing skills have not been learned, 
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individuals‟ are likely to distort their experience according to the happenings in their external 
world rather than to the mental states of themselves and others. If these experiences are 
negative they threaten to overwhelm them emotionally which results in the employment of 
non mentalizing strategies. This is reflected in the over regulation or under regulation 
strategies employed by those in this sample with insecure attachment styles in efforts to 
manage their adaptation to having a severe and enduring mental health difficulty. Moreover, 
Sharp et al, (2009) argue that this vulnerability to the breakdown in reflective function sends 
an individual on the path of developing or maintaining psychopathology through the collapse 
of functional behavioural and emotion regulation demonstrated in the poor reflective 
function in clinical samples. In addition, and of relevance to the sample in this thesis, 
adolescence is a developmental period bringing challenging experiences of individuation and 
formal operations. Fonagy et al., (2004) argue that this time occasionally necessitates a 
withdrawal from the mentalizing stance to prevent the adolescent feeling overwhelmed by 
the concurrent complex emotions this stage brings. Again, if the quality of the mentalizing 
skills is not adequate, the authors posit that this could be another mechanism in the 
vulnerability to developing psychopathology. Here, longitudinal work is crucial to determine 
the RF skills of an adolescent pre, during and post the development of psychopathology.  
 
Even though the overall level of RF was low, this sample of clinical adolescents 
demonstrated a range of mentalizing skills scoring from -1 (a disavowal of a reflective 
stance) to 7 (marked RF). At the top end, individuals showed greater detail about the mental 
states of self and other, arrived at an original reintegration of states of mind and were able to 
maintain a developmental perspective. Numbers who scored at this level were few, however, 
but other studies in clinical samples did not report the range of RF scores which precludes 
comparative analysis.  
 
From these results it can be concluded that the low level of mentalization in this clinical 
adolescent sample was comparable to the level found in other adult clinical samples. At this 
stage of analysis, however, and with the exception of physical quality of life, no clinical or 
interpersonal correlated were associated with RF. However, the association with coherence 
of transcript suggested an indirect relationship between RF, outcome and adaptation which 
was explored further with the employment of structural equation modelling and will be 





7.3 The underlying mechanisms 
The proposed underlying mechanisms of emotion regulation, interpersonal difficulties and 
social support demonstrated a range of results when measured in this thesis. The level of 
interpersonal difficulties reported fell into the „normal‟ range, yet this sample utilised both 
internal and external functional and dysfunctional strategies far more than a normative 
sample. Arguably, it may well be expected for those experiencing severe and enduring 
mental health difficulties to demonstrate more internally and externally dysfunctional 
strategies but the use of internal and external functional strategies is more surprising. 
Perhaps this is a reflection of the time spent in CAMHS services where therapeutic 
interventions could have helped an individual develop more effective strategies for managing 
their emotional distress. An alternative hypothesis is that the significant associations between 
emotion regulation and the perceived amount of social support suggest a facilitation of 
emotion regulation strategies dependent on support levels.  
 
When investigating the support received from a partner, close relative or close friend this 
sample scored similarly to other clinical groups when considering the discrepancy in support 
(Neeleman & Power, 1994) where less support, both practically and emotionally, was 
received than desired (Power et al., 1988). This is of crucial importance as the literature has 
consistently found associations between a lack of social support and psychopathology 
(Cohen, 2000; Reicher, 2003; Sheeber et al., 1997; Sroufe et al., 2002; Stice & Randell, 
2004; Ystgaard et al., 1999) and also increased hospitalization (Cohen et al., 2004; Huang et 
al., 2008). In this sample discrepancies in support perceived from the overall network were 
significantly associated with higher use of internally dysfunctional emotion regulation 
strategies. Higher internal dysregulation is associated with psychopathology (e.g. Nock & 
Prinstein, 2005; Weismore & Esposito-Smythers, 2010; Zonnevylle et al., 2005) suggesting 
that it may be a mechanism that works in conjunction with social support whereby internally 
dysfunctional emotion regulation strategies are the tangible coping mechanism that 
represents the individual‟s dissatisfaction with the social support they receive. 
 
Earlier work by Ystgaard et al., (1999) highlighted the importance of investigating social 
support by source. When discrepancies in social support were broken down into where these 
anomalies lay, in this research it was found that discrepancies were exclusively in 
relationships with close relatives. In line with the current literature (Champion et al., 1995; 
Stadler et al., 2010), the actual and ideal emotional and practical support associated with 
close relatives was significantly and positively associated to externally functional emotion 
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regulation strategies. Also in agreement with the literature that has found a lack of social 
support from families being associated with poor adaptation (Reicher, 2003; Sheeber et al., 
1997), the lower the score on actual practical support received from close relatives, the 
higher the score for externally dysfunctional emotion regulation strategies. Again, these 
results demonstrate the positive and negative impact of familial social support on the 
adolescent‟s ability to regulate their emotions in response to stressors. Arguably this is 
redolent of previous findings where a perceived lack of support is hypothesised to reflect a 
heightened sensitivity to distress (Onwumere et al., 2009) and lead to the employment of 
maladaptive emotion regulation strategies. Furthermore, the discrepancy on emotional and 
overall levels of support found in close relatives significantly correlated to poor adaptation 
across all four domains, psychological, physical, social and environmental quality of life as 
well as being associated with higher depression scores, echoing precious findings where a 
lack of social support has been associated with poor adaptation (Brugha et al., 2007; 
Lindberg & Swanberg, 2006; Sarason et al., 1990) although this study is the first to 
investigate these psychological correlates in a clinical adolescent sample.  
 
Also of note, is the finding that individuals with at least one parent having a mental health 
difficulty have much lower expectations in terms of the amount of practical help they will 
receive from their parents. In addition, they also report wanting less practical help than 
adolescents whose parents do not have mental health difficulties. The results reflect the 
current literature that when a parent has a mental health difficulty there is a perceived lack of 
social support and this is linked to an increased risk of developing psychopathology 
(Hoefnagels et al., 2007; Rousit et al. 2010). Werner (2003) suggests that in the case of 
parental mental health difficulties a functional social support strategy in adolescence is to 
look outside the family situation and utilize support from other sources, perhaps explaining 
why adolescents in this study rated lower levels of ideal practical help from their parent than 
their peers.   
 
Continuing on the topic of peers, internal and externally functional emotion regulation 
strategies were significantly associated with overall perceived emotional support within this 
sample where these strategies were also associated with more perceived emotional support 
from peers. In addition, externally functional strategies were also associated with higher 
levels of perceived practical support from friends. These results are encouraging considering 
that adolescents have expressed preference for help seeking to friends when experiencing 
mental health difficulties (Kelly et al., 2006; Wright et al., 2005). The fact that overall 
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perceived support was significantly associated with higher ratings on social quality of life 
also suggests that both family and peer relationships could play a protective role in the 
adaptation to psychopathology.  
 
To conclude this section, the nature of interpersonal relationships, social support and 
emotion regulation plus the experiences of early caregiver interactions have demonstrated an 
effect on the psychological adaptation and mood of adolescents with severe and enduring 
mental health difficulties. However, how these underlying mechanisms work within the 
context of attachment and mentalization has not yet been explored. This is where this thesis 
contributes to current knowledge and understanding by examining the effect of the 
exogenous variables of attachment and mentalization on psychological adaptation and the 
interaction they have with the proposed underlying mechanisms through both direct and 
indirect pathways. It offers a unique perspective demonstrating the integral role the variables 
of emotion regulation, social support and interpersonal difficulties play within the 
developmental framework of attachment and mentalization framework and answered the 
following research questions.  
7.4 Research question 1 
„Does attachment and reflective function directly and indirectly predict psychological 
adaptation to mental health difficulties?‟ 
 
Through structural equation modelling (SEM), reflective function was found to directly 
predict an adolescent‟s current adaptation to their mental health difficulty where better 
mentalizing skills predicted better psychological adaptation, a replication of recent findings 
(Ostler et al., 2010). It was also correlated to higher attachment coherence of transcript 
scores.  This pathway highlights the proposed synthesis between the two constructs of 
attachment and mentalization (Bateman & Fonagy, 2006). In addition, the RF score in this 
sample of individuals classified as secure was similar to those found in non clinical control 
groups used by Fonagy et al., (1996) and Levinson & Fonagy (2004). This suggests that the 
ability to mentalize is not outside the capability of individuals with mental health difficulties 
despite strong evidence showing a low RF score across clinical groups (Fischer-Kern et al., 
2010; Fonagy et al., 1996; MacBeth et al., 2011; Rothschild-Yakur et al., 2010). It is, 
however, important to acknowledge that in this sample the ability to mentalize has occurred 
within the context of secure attachment styles where the individual would have experienced 
their caregiver as responsive to their arousal, mirrored their emotional states and provided 
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care through proximity. This means these individuals have achieved self regulation and 
developed a coherent sense of themselves and others (Bowlby, 1988) and were able to feel 
safe to explore the minds of themselves and others (Sharp et al., 2009). By understanding the 
mental states and intentionality of interactions between themselves and others, better 
mentalizing skills in this sample directly predicted better psychological adaptation where an 
individual can integrate negative emotional states without fear of emotional engulfment 
(Sharp et al., 2009).  This is a unique finding in clinical adolescent samples where literature 
is both sparse and focuses on the negative rather than the positive associations of 
mentalization within mental health settings.  
 
Coherence of transcript was utilised as a continuous measure of attachment and was in itself 
correlated to reflective function scores with higher reflective function was associated with 
higher coherence of transcript scores. The proposition above that mentalizing skills are 
fostered and learned within the context of early caregiver relationships (Fonagy et al., 2004) 
perhaps renders this result unsurprising. However, this study demonstrates that the AAI and 
RF scores are measuring theoretically different concepts because across the three models, 
there was variability in the direct, indirect and moderated effects of attachment and reflective 
function when considering the psychological mechanisms underpinning their relationship to 
psychological adaptation. Whilst attachment and mentalization are argued to work in 
synthesis with each other and provide beneficial effects in the face of negative life events 
(Bateman & Fonagy, 2006), RF scores are concerned with the ability of the participant to 
reflect on their own, and the mental states of others throughout the AAI and how they 
attribute reasoning for the intentions of others in the interpersonal interactions they have 
experienced. Attachment classification, on the other hand, is concerned with the coherence 
and collaborative nature of the narrative put forward by the individual when discussing their 
childhood experiences. Whilst credit may be given for certain reflective statements (if 
evident), attachment is coded according to the Gricean principles of language where mental 
states are not of primary concern.   
 
The relationship between attachment and mentalization in relation to adaptation and outcome 
is evidently not straightforward. Although RF directly predicted adaptation, it did not predict 
outcome in terms of mood and attachment demonstrated only indirect paths to outcome and 
adaptation. The pathways evident in the SEM analysis (see Section 3 figures 7.2, 7.3 and 
7.4) suggest mediated, partially mediated and moderated paths between  attachment/ 
reflective function and adaptation through a number of mechanisms. These were identified as 
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emotion regulation, social support and interpersonal difficulties, which requires us to 
consider the second research question.  
7.5 Research question 2 
Do the latent variables of emotion regulation, interpersonal difficulties and social support 
fully mediate the effects of attachment and reflective function?   
 
Whilst the majority of the literature on clinical populations and attachment focuses on 
association, this thesis moved to investigate causal pathways and the mechanisms underlying 
these relationships. Considering not all individuals with an insecure attachment or poor 
reflective function develop a mental health difficulty (Scott Brown & Wright, 2003), it has to 
be concluded that there are other factors within the relationship between attachment and 
adaptation that play a role in the development of psychopathology.  
 
Emotion regulation was a variable that loaded as two separate constructs; function emotion 
regulation strategies and internally dysfunction emotion regulation strategies. Beginning 
with functional emotion regulation, this latent variable was constructed from both external 
and internal functional emotion regulation strategies and predicted an individual‟s 
psychological adaptation to their mental health difficulty. This idiosyncratic pathway is 
perhaps the first of its kind to provide evidence that functional emotion regulation strategies 
(e.g. „I talk to someone about how I am feeling‟) can serve as a protective mechanism in 
adolescents with mental health difficulties. In this sample it is therefore proposed that those 
with higher RF skills are to integrate their experience of mental health difficulties and 
consequential emotional distress by employing functional internal and external emotion 
regulation strategies and utilizing the perceived support from others. This results in better 
psychological adaptation in comparison to those with lower levels of mentalization.  
 
In contrast to previous literature where a secure attachment has been associated with 
adaptive emotion regulation (Zimmermann, 1999) this work established attachment was not 
associated with functional emotion regulation at all. In fact, the higher an individual in this 
sample scored on the AAI transcript the more likely they were to utilise internally 
dysfunctional emotion regulation. Indeed, in contrast to reflective function, coherence of 
transcript was not directly related to adaptation but indirectly through the use of internally 
dysfunctional emotion regulation strategies. The indirect relationship between attachment 
and psychological adaptation was fully mediated by the use of internally dysfunctional 
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emotion regulation strategies. In this sample, the more able the individual was to present a 
coherent narrative of their childhood experiences the more they reported using dysfunctional 
internal emotion regulation strategies (e.g. „I keep the feeling locked up inside‟).  
 
Arguably this result is a reflection of the phenomena discussed in section 7.1 whereby those 
with higher coherence scores, which are more representative of a secure attachment 
classification, are more likely to be open about the levels of emotional distress they are 
experiencing in comparison to those with lower scores. Although this hypothesis is in 
contrast to the findings of Keskin and Çam (2010) who found insecure attachment styles 
predicted higher reporting of emotional distress and difficulties than secure styles, and 
Lapsley et al. (2000) who found insecure attachment predicted depression, it should be noted 
that the authors examined non clinical populations. Arguably, the potential consequences of 
reporting distress and difficulties in a clinical setting (e.g. involuntary admission), compared 
to a non clinical one may bias reporting styles. By definition, the fact that the individuals in 
this sample were already in Tier IV CAMHS services means they would have previously 
shown distress, difficulties or poor adaptation in life resulting in them being referred to the 
service. As the predominant attachment style of this sample is one of insecure/ dismissing, it 
is likely that this referral, which would have activated their attachment system, exacerbated 
their strategy of minimisation which manifests itself in the under reporting of emotional 
regulation difficulties particularly if they did not want to attend Tier IV services. Indeed, 
almost a quarter of this sample did not believe they had mental health difficulties at all and 
would therefore not recognise, and are unlikely to report, distress. The formulation of this 
thesis, therefore, is that these individuals are more able to integrate and report on their inner 
representations of emotional distress and can acknowledge the use of non optimal regulation 
styles than those with an insecure attachment style.  
 
Indeed, within the three models, reflective function also directly predicted psychological 
adaptation suggesting that those with a better understanding of their own and others mental 
states leads to a better understanding of their emotions and regulation strategies.  This 
expands on the work by Ostler and colleagues (2010) who reported that higher levels of 
mentalization were associated with a better acknowledgement of feeling and symptoms. 
Internally dysfunctional emotion regulation strategies have been found to be associated with 
pathology in adolescence (e.g. Nock & Prinstein, 2005; Weismore & Esposito-Smythers, 
2010; Zonnevylle et al., 2005).  Considering the results within this thesis it is suggested that 
internally dysfunctional emotion regulation is an underlying mechanism related to 
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attachment and it is through the utilisation of these strategies that attachment is related to 
poor adaptation.  
 
There is one further area to discuss, the mechanism of social support. In the SEM, the 
discrepancy between the amount of support received and the ideal amount desired by the 
individual was both predicted by reflective function scores and also directly predicted 
psychological adaptation itself. Higher levels of mentalization predicted higher reported 
levels of discrepancy in social support which in turn predicted poorer adaptation. In addition, 
discrepancies in support also patially mediated the direct relationship between reflective 
function and psychological adaptation.  This finding echoes the literature which suggests  
that the size of social networks are less important than the quality of these relationships 
(Brugha et al., 2007; Champion, 1995).  Indeed, this result replicates the empirical evidence 
that has shown dissatisfaction with support received to be associated with poor adaptation in 
terms of depression (Rockhill et al., 2009; Sheeber et al., 1997; Stice & Randell., 2004; 
Windle, 1992) and an increase in symptomatology (Angell & Test., 2002). In fact, 
considering the evidence suggesting that higher levels of perceived support are associated 
with increased well being (Lindberg & Swanberg, 2006), quicker recovery (Johnson et al., 
2000) and decreased likelihood of relapse (Cohen et al., 2004), the findings of this thesis 
present the a contemporary rationale for the consequences of wanting but not receiving as 
much support as desired. 
 
The results exploring the function of the underlying mechanisms of emotion regulation, 
social support and interpersonal difficulties have found that they play both mediator and 
moderator roles in the relationship between attachment and mentalization in respect to 
psychological adaptation and outcome. Emotion regulation strategies have a positive effect 
on adaptation when functional, whereas internal dysfunctional strategies mediated the 
relationship between attachment  and the adaptation of the adolescent. Discrepancies in the 
amount of social support received partially mediated the effect of reflective function on 
adaptation whilst also predicting poorer adapatation plus interpersonal difficulties moderated 
the effect of attachment and reflective function on psychological adaptation  to mental health 
difficulties. These results have influential implications for future clinical work within this 
particular client group.  
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7.6 Clinical implications  
The direct prediction of mentalizing skills on positive adaptation in this sample provides a 
compelling voice to the argument for mentalizing structures to be in place for therapeutic 
interventions with adolescents experiencing mental health difficulties. Whilst this does not 
yet exist within Scotland, there are a number of services that have developed in England to 
provide such treatment. There is the Adolescent Mentalized-Based Integrative Therapy 
(AMBIT) model being rolled out in CAMHS services. They offer individual, group and 
family work that promote the individual and family‟s capacity to mentalize within 
attachment relationships, increasing the mentalizing skills of the adolescents and aiming to 
reduce non mentalizing cycles within the family (see http://ambit.tiddlyspace.com/ for 
further details). Working within this formulation, this clinical work could also affect the 
perceived levels of social support by reducing the felt discrepancies by the adolescent 
through the facilitation of mentalized communication between themselves and individuals in 
their social network regarding the emotional and practical support they want and receive. 
This could potentially reduce the negative effect on psychological adaptation that was 
observed in this sample. Furthermore, higher levels of social support have been associated 
with quicker recovery (Johnson et al., 2000) and decreased relapse (Cohen et al., 2004).  
 
A systemic approach is also recommended to counteract the negative effects of social 
support. This thesis demonstrates the positive effect of higher levels of perceived support in 
facilitating function internal and external emotional strategies for regulating emotions that 
consequently predict better adaptation. By enhancing mentalizing skills within the 
individual, enabling them to understand the mental states of themselves and others they 
would be able to build and maintain helpful and supportive relationships. This would provide 
a secure foundation from which an individual can learn and become skilled at employing 
helpful and purposeful strategies to help them regulate their emotions at times of distress 
thus leading to better adaptation.  
 
In addition, as the perception of strain and negative expectations about others being able to 
help was associated with interpersonal difficulties, and consequent low mood along with 
poor adaptation, exploring the important relations within the network of an adolescent is of 
great importance. Of note, empirical work considering service users perspectives on the 
management of psychiatric emergencies identified the increased use of peer support services 
to improve psychiatric care (Allen, Carpenter, Sheets, Miccio & Ross, 2003). Indeed, how 
the relationships serve an individual‟s need for support is an important consideration. For 
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example, Robinson et al., (2010) proposed that peer support, from an individual who has 
experienced similar difficulties, can be a source of hope, comfort and encouragement. In 
response to previous findings where peer support has improved social relationships in first 
episode psychosis (Castelain, Bruggerman, van Busschbach, Gaag, Stant, Knegtering & 
Wiersma, 2008) and severe psychiatric difficulties (Fukui, Davidson & Rapp, 2010; van 
Gestel-Timmermans, Brouwers, van Nieuwenhuizen, 2010), Robinson et al. (2010) are 
trialling a 6 month peer support program under the hypothesis it will improve social 
relationships in young people with first episode psychosis. The outcome of this trial should 
be followed closely and will hopefully demonstrate the success of proactive, rather than 
reactive, action in the provision of social support. 
 
A further clinical consideration to make concerns the expression of distress within clinical 
adolescent populations. The formulation of this thesis proposes that the strategy of over 
regulation used in those with a dismissing attachment style inhibits the reporting of distress 
thus questioning the validity of current self report measures. More multi modal methods 
should be used in research and practice, including observer rated instruments, where clinical 
work is not based on first impression. Indeed, Dozier (1990) found that those with a secure 
attachment were more likely to engage in treatment provided by psychiatric services than 
those with an insecure/ dismissing strategy who were less likely to seek out or accept 
treatment, even compared to those with an insecure/ preoccupied attachment style. The lack 
of disclosure found in the dismissing group has obvious implications for an interrupted 
recovery and has been associated with clinicians prematurely ending their attempts to help 
(Dozier & Lee, 1995).   
 
The findings of this thesis also raise the issue of how emotional distress is conceptualised 
within adolescence. This author argues that it should be considered within a developmental 
context not just based on early caregiver experiences and ability to mentalize but also the 
stage of development, strategies of emotion regulation and the utilisation of social support 
from all avenues of life.  
7.7 Limitations and future work 
This study is subject to a number of limitations. The first caveat is the cross sectional design 
of the study which precludes the ability to monitor the group across time in clinical 
presentation, attachment and reflective function. The nature of attachment developing from 
early caregiver relationships means that classification is considered fixed from late childhood 
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with the internal working models of that individual shaping and guiding future interactions. 
However, whilst robust test-reliability in the AAI has been established in normal populations 
(Ammanati et al., 1996; Bakermans-Kranenburg & van IJzendoorn, 2003; Crowell et al., 
1996) it has not yet been assessed in clinical adolescent populations. Doing so in such a key 
developmental stage would certainly add to the literature on attachment stability across the 
lifespan. From the observations of the author during the AAI with adolescent participants, it 
was noted how difficult a task many of them found it to be. Whilst adolescence is known to 
be a developmentally challenging period it has been noted that they are able to present 
coherent narratives of their childhood experiences when considered in the normal population 
(van IJzendoorn & Bakermans-Kranenberg, 1996). This author suggests then that the over 
representation of dismissing speakers in this thesis is due to the inherent clinical difficulties 
within this particular population and was evident from an inhibition of their emotional 
language, a lack of narrative regarding loss and trauma and short interview lengths. The 
author did note, however, that the structure of the AAI potentially exacerbates these effects 
as probing or scaffolding around the questions is prohibited. The questions and structure of 
the Child Attachment Interview (Schmueli-Goetz et al., 2008) perhaps offers a viable 
alternative. It is based on the AAI, contains 19 questions and is aimed at young people aged 
between 8 years and 15 years (middle childhood). Most importantly, however, it contains 
developmentally appropriate scaffolding for each question whilst relying on both verbal and 
non verbal communication. The author posits that the age range for the CAI allows for a less 
restrictive adolescent age framework (where the AAI participants have to be 13 years plus 
but arguably, adolescence can begin a number or years earlier for some individuals) and 
where the scaffolding of questions would make the task of presenting a a narrative of 
parental representation an easier one for adolescents who are experiencing serious and severe 
mental health difficulties. Indeed, further work with limitless funding and time restraints 
could address both these issues. The CAI could be validated and test- retest validity 
examined within clinical populations with the potential to extend the age range to 18 years to 
fit within a CAMHS framework in the UK. Secondly, comparisons could be made between 
adolescent‟s AAI and CAI classifications to assess if the over representation of dismissing 
speakers is a methodological issue or representative of certain clinical difficulties. Similary, 
the under representation of the unresolved category in adolescence (Bakermans-Kranenberg 
& van IJzendoorn, 2009a) could be examined as Schmueli-Goetz et al. (2008) argue that 
behavioural displays of disorganisation are missed by the AAI and are perhaps more 




It has also been postulated that negative life events can sometimes cause changes in 
attachment classification, usually from secure to insecure (Crowell et al., 2002) so repeated 
AAIs could provide further evidence in relation to this particularly considering the majority 
of people experiencing mental health difficulties have experienced difficult and sometimes 
traumatic life events and that they have a more pervasive nature in the trajectory of 
adolescent development (Compas, 1987).  Indeed, longitudinal follow up would enrich this 
data set because it has also been acknowledged that mentalizing skills that can be increased 
through specific mentalization based therapy ( e.g. MBT Bateman & Fonagy 2004, 2006) so 
pre and post therapeutic intervention AAIs in clinical adolescent samples could provide a 
wealth of new information regarding the capacity for increasing reflective function.  
The exploratory nature of this study is both a strength and a weakness. A strength in that, to 
the authors knowledge, this is the first study of its kind to investigate the underlying 
mechanisms of psychopathology in adolescents within the context of attachment and 
mentalization. On the other hand, the lack of a control group makes normative comparison 
very difficult. Whilst individual measures were assessed in relation to psychometric norms it 
would have been a valuable addition to have a matched control group for the final SEM. This 
would have allowed further exploration looking at the psychological adaptation of 
adolescents to „normal‟ life and comparison to the adaptation that occurred to a mental 
health difficulty within this sample. The sample size is also relatively small thus increasing 
the possibility of type II errors and the need for caution when interpreting statistically 
significant results. In addition, the small number of insecure/ preoccupied and unresolved 
individuals‟ precluded further analysis by attachment classification so replication with a 
larger sample is of paramount importance. Again, with limitless finances and time 
constraints aside, this study could be continued within CAMHS services until a sufficient 
sample size was established. A further extension of this thesis could be regular 5year or 10 
year follow up sessions for all participants to repeat all measures, not just the AAI, and to see 
the developmental trajectory they have followed, any life events they may have experienced 
and how they consider their current adaptation. If a control group was established this would 
make comparison between the groups even more interesting.  
 
The overall sample size in this thesis, however, was addressed when using SEM by 
employing a „bootstrap‟ method to the analysis. This procedure involves creating an artificial 
sample (n) by randomly extracting data from the original sample (N) where an object is 
computed that randomly draws elements of data from N. This is repeated as many times as 
desired e.g. 1000 times thus creating 1000 new objects that forms the sample n. As Varian 
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(2005) suggests, essentially this statistical technique allows for the estimation of the sample 
distribution for almost all statistics. In addition, a further argument for using bootstrapping to 
augment the sample is that the procedure is independent to distribution. So, when theoretical 
distributions of the statistics are complicated or unknown, as was the case in this thesis, 
bootstrapping can indirectly assess the distribution of the sample and therefore, the 
parameters derived from the distribution (Adèr, Mellenbergh and Hand, 2008). Moreover, 
selecting a large number of bootstraps (>500) reduces the effects of random sampling errors 
which can arise from a bootstrap procedure itself. 
 
A third caveat concerns the recruitment of participants into the study. The design was for 
individuals to be identified by their key workers, clinical psychologists and/ or RMO. Whilst 
the author was in close consultation with clinicians about suitability and inclusion criteria, 
clinicians may still have only referred those they considered „stable enough‟ to take part. 
This may have resulted in a recruitment bias where those with the worst adaptation and most 
severe difficulties were excluded meaning this sample may not be fully representative of 
adolescents within Tier IV CAMHS services. This reflects the challenging nature of child 
and adolescent research where young people are often acutely unwell and staff perhaps play 
a protective role that can inhibit the examination of the tru population. What should be noted, 
however, that the refusal rate in this study was only 9%, and to the author‟s knowledge, this 
is the largest UK sample of clinical adolescents investigating attachment, mentalization and 
the underlying mechanisms of emotion regulation, interpersonal difficulties and social 
support in relation to psychological adaptation and outcome.   
7.8 Conclusions 
To the author‟s knowledge, this is the first study to investigate the mechanisms underlying 
severe and enduring mental health in an adolescent sample within the context of attachment 
and mentalization. This thesis contributes to the current understanding of psychological 
distress within adolescent populations with severe and chronic mental health difficulties.  
  
This work has demonstrated an undeniable connection of attachment and reflective function 
to psychological adaptation and outcome in this group. It has addressed the lack of causality 
within the emotion regulation literature as suggested by Lewis et al., (2010) by finding both 
the mediating role it plays in the relation to mentalization and attachment and the predictive 
role it has in outcome and adaptation. These results have also demonstrated the importance 
of positive associations of social support for adolescents, particularly in relation to close 
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relatives and peers, and how damaging the consequences can be in relation to psychological 
adaptation and depression when it is lacking.  
 
Of particular note, is the relationship found where mentalization skills predicted 
psychological adaptation. The developmental period of adolescence provides a unique 
challenge to an individual in terms of negotiating more complex cognitions and emotions 
(Fonagy et al., 2004). The fact that reflective function is a learned skill that can occur within 
the context of therapeutic relationships makes this a realistic target for positive intervention 
and adaptation. In addition, the large representation of insecure/ dismissing attachment style 
arguably reflects a probable functional, albeit defensive, mechanism whereby the individual 
over regulates their emotions and refuses to consider the mental states of themselves and 
others. The experience of developing a mental health difficulty is likely to exacerbate this 
position and is reflected in under reporting of symptoms, maladaptive coping strategies, and 
negative experiences with social support. Therapeutic interventions that focus on helping an 
adolescent become aware of their own mental states and those of others, that provide an 
emotional language and a secure base from which to explore them, are imperative in aiding 
psychological adaptation and outcome in adolescent mental health difficulties. By helping an 
individual adapt their dysfunctional strategies or replace them with a functional one, the 
subsequent development of low mood or poor adaptation may be halted or the at least, the 
effect diminished. As Bowlby (1980) hoped, 
 
„...despite all its deficiencies, our present knowledge may be sound enough to guide us in our 
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Participant Information Sheet 
Study Title: The effect of attachment in adolescent mental health difficulties 
Dear  
I would like to invite you to take part in a research study. My name is Rebecca 
Fisher and I am an assistant psychologist conducting a research project for a PhD. 
Before you decide if you would like to take part it is important for you to understand 
why the research is being done and what it will involve. Please take time to read the 
following information carefully and if you wish to discuss it with somebody. You do 
not need to decide whether or not to take part immediately. 
Please ask me any questions. You can phone and speak to me on the following 
number 0131 537 5948. If I am not in, then you can leave a message and I will 
return your call. 
What is the research about? 
This research has two aims. 
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1. How do childhood experiences affect the day to day functioning of 
adolescents with mental health difficulties? 
2. To investigate how adolescents cope with difficulties and how they manage 
their emotions. 
Why have I been asked to take part? 
I am asking all people who are in touch with CAMHS to take part in this study. 
 
Do I have to take part? 
No. It is up to you to decide whether or not to take part. If you decide to take part I 
would like you to sign a consent form. The consent form is a way of making sure you 
know what you have agreed to. If you decide to take part you are still free to 
withdraw at any time and you do not have to give a reason. 
The support and help you receive from your team will not be affected if you decide 
at anytime you do not want to take part. 
What will happen next? 
If you decide to take part, I will be in touch and we will arrange a convenient time 
and place to meet. I would like to meet with you on three separate occasions. 
What do I have to do? 
At our first meeting I will answer any questions or concerns you may have. During 
these meetings I will ask you about your experience of mental health difficulties, how 
you are managing them and your childhood experiences. Examples of childhood 
experiences that I will ask you about include describing your past and present 
relationship with each of your parents, any separations from your parents that you 
remember and what would happen if you were upset as a child.  
I will also ask you if part of one meeting can be recorded on a tape recorder. The 
purpose of the recording part of our conversation is because one of the measures I 
would like to use relies on your exact words that you use during the interview. I will 
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transcribe what you have said, take out any information that would identify you 
personally (e.g. names of people), and destroy the recording. 
I will show you the recording equipment and demonstrate how it works before 
starting recording. You are free to stop the recording at any time during the 
interview. Importantly there are no right or wrong answers. It is your perspective that 
I would like to hear. 
What is the down side of taking part? 
It is possible that our meeting(s) may cover topics that are difficult or distressing for 
you to talk about. If you feel distressed we can stop the interview. You can also take 
a break at any time. 
 
Will my taking part in this study be kept confidential? 
If you decide to take part in the study, your GP and clinical team will know that you 
are taking part. The interviews and questionnaires will be confidential and all data 
will be annonymised. If there is anything in the interviews and questionnaires that 
you feel would be useful to share with your key worker then we can arrange this for 
you. 
What are the possible benefits of taking part? 
The information I learn from this study will help me plan future research and 
contribute to the development of new psychological therapies to help alleviate the 
distress of mental health difficulties. 
What will happen to the results of the research study? 
I will provide you with a summary of the results of the study. The final results and 
conclusions of the study will lead to several publications in scientific journals. Your 




Who is organising and funding the research 
The research is being organised by the University of Edinburgh in collaboration with 
and funded by NHS Lothian. 
Who has reviewed the study? 
The research has been reviewed by and given managerial approval by the local 
Research and Development Departments in Lothian. It has also been reviewed by 
the Lothian Research Ethics Committee. 
 














Title of Project:  The effect of attachment in adolescent mental health 
difficulties 
Name of Researcher:             Rebecca Fisher     
             
             Please initial box 
 
I confirm that I have read and understand the Participant Information sheet dated 
16th February (Version 4) for the above study and have had the opportunity to ask 
questions. 
 
I understand that my participation is voluntary and that I am free to withdraw at any 
time, without giving a reason, without my medical care or legal rights being affected. 
 
I understand that part of one interview will be tape recorded solely for the purposes 
of the research study as described in the Participant Information Sheet (4th August 
2008). 
 
I understand that the information obtained from all measures that I complete as part 
of the research study will be annonymised. 
           
I understand that the clinical team will be appropriately informed of any information 





After the interviews have been transcribed, and all names, places and identifiers 
have been removed I understand that the researcher may publish direct quotations.  
 
I understand that my GP will be informed that I have consented to take part in the 
study. 
 





___________________           ________________        ________________________ 




___________________            ________________       ________________________ 
Name of person taking          Date                            Signature     




___________________             _________________        _______________________ 
Researcher                            Date                               Signature 
 





















Significant Others Scale ) (Power, M.J., Champion, L.A. and 
Aris, S.J., 1998) 
Inventory of Interpersonal Problems – 32 (Horrowitz et al., 
2000) 
Adolescent Coping Scale (Frydenberg and Lewis 1993) 
Life Events Inventory (Brown and Harris, 1989) 
World Health Organisation Quality of Life (WHO QOL BREF) 
Beck Depression Scale II (Beck, Steer and Brown, 1996) 
Regulation of Emotions Questionnaire 2 (Phillips and Power, 
2007) 
Social Support Questionnaire(Sommer & Fydrich, 1991) 




 Assessment Proforma 
 
Participant Identifier: ____________________________________ 
 









Significant Others Scale (SOS) 
 
 
Inventory of Interpersonal Difficulties (IIP – 32) 
 
 
Adolescent Coping Scale (ACS) 
 
 






Beck Depression Inventory (BDI) 
 
 
Emotion Regulation Questionnaire (ERQ2) 
 
 
Social Support (SS) 
 
 

















DOB:     Age: 
 
 
Gender:    Ethnicity: 
 
 





 Are you married/ cohabiting? 
 
 Do you have any children? 
 
 Excluding people that live with you, how many relatives live 
within 20 miles? 
 
 
With whom are you in regular contact with? 
 
 


















































 After you left school have you ever done or are you doing a full 




What course did you do? 
 
 



















 Are you employed at present? 
 
If unemployed –  What year did you last work? 
 








How long have you been in this job? 
 








 Do you drink alcohol? 
 
Units a week: 
 










 Do you have any general health problems that stop you from 

















































Has this been a continual difficulty? 

















 Have you been admitted to hospital for this mental health 
difficulty? 
 










 Do you take medication? 
 
Dose and length? 
 
 
Have you been prescribed any other medication in the last 5 years? 
 
 




 Do you see a psychologist? 




 Are there any other professionals you see regularly (e.g. nurses/ 



















































Life Events Inventory 
Life Events Inventory (LEI) 
Please indicate whether any of the following events have happened to you in 
the past six months by marking the appropriate box to indicate whether an 
event had a good or bad effect overall on your life.  
Good Bad  
  You had a serious physical illness or injury 
  A close relative had a serious illness (from which they did not die) 
  You have been pregnant (or partner) 
  You had a miscarriage 
  You had an abortion  
  You experienced sexual difficulties  
  Your spouse or partner died 
  An immediate family member died  
  A close friend or relative died 
  You gained a new family member (immediate)  
  You got married 
  There has been an increase in serious arguments with your spouse or partner 
  There has been an increase in arguments with other family members (e.g. 
children)  
  There have been serious problems with a close friend, neighbour or relative not 
living at home 
  Your son or daughter left home  
  Your children went into care of others 
  You experienced trouble or behaviour problems with your children  
  Your spouse or partner began or stopped working 
  You have separated from your spouse or partner  
  You have reconciled with your spouse or partner 
  You began an extramarital affair 
  You experienced a break up of an affair 
  Your spouse/ partner began an extramarital affair 
  You have divorced or ended a steady relationship 
  A new person came to live in your household (apart from a new baby) 
  You studied for, or did, important exams 
  You failed an important exam 
  You have been unemployed or seeking work for a month or more 
  You began to have trouble or disagreements with your supervisors at work  
  You had a big change in the hours or conditions of your work 
  You started in a completely different type of job 
  Your income increased substantially (25%) 
  Your income decreased substantially (25%) 
  You had debts you were unable to repay 
  You went on holiday 
  You moved house  
  You purchased your own house (taking out mortgage) 
  You got new neighbours 
  You had quarrels with neighbours 
  You had minor difficulties with the police or the authorities (speeding, 
drunkenness) 
  You were sentenced to jail 
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  You were involved in a fight 
  An immediate family member started drinking heavily 
  An immediate family member attempted suicide 
  An immediate family member was sent to prison 
  You had problems relating to alcohol and drugs 
  You experienced serious restrictions of your social life 
  You experienced a period of homelessness (e.g. hostel or sleeping rough) 
  Something you valued or cared for greatly was stolen or lost 
  Other Events (please specify): 
   
   
Please indicate whether any of these events has happened to you 
in the past five years. 
If you can remember, please indicate the year when the event 
happened. 






Have you had a serious illness or injury? 
   Has a close relative had a serious illness or injury? 
   Have you or your partner had a miscarriage or an abortion? 
   Has anyone close to you, family or friend died? 
   Have you broken off a steady relationship? 
         Have you had any serious problems or major arguments with a close 
friend, neighbour or relative? 
         Have you had to give up a training course or educational course that 
was important to you? 
   Have you failed any important exams? 
   Have you been forced to leave a job for any reason? 
   Have you been unemployed for a month or more? 
   Have you had debts you were unable to pay? 
   Have you been attacked, raped or assaulted? 
   Have you been burgled or had your property stolen or damaged? 
   Have you had any involvement with the police, the courts or the 
legal profession? 
    
  If you have ever been married or lived with a partner in the last five years: - 
 
   Have you separated from your partner for a month or more? 
   Have you had a legal separation? 
















































































Adult Attachment Interview Protocol 
 
 
AAI – Prompt Sheet 
 
1) Could you start by helping me get orientated to your early family 
situation, where you lived and so on? If you could tell me where you 
were born, whether you moved around much, what your family did at 
various times for a living? 
 
If raised by several – Who would you say raised you? 
- Did you see much of your grandparents (If died ascertain when i.e. Age of 
participant or age of parent). Did he/ she tell you much about this 
grandparent? 
- Did you have any brothers or sisters living in the house, or anybody besides 
your parents? Are they living nearby now or do they live elsewhere? 
 
2) I’d like you try to describe your relationship with your parents as a 
young child. . . if you can start from as far back as you remember. 
 
3) Now, I’d like you to chose five adjectives or words that reflect your 
relationship with your mother starting from as far back as you can 
remember in early childhood – but say 5 – 12 is fine.. I know this may 
take a bit of time so go ahead and think for a minute. .. then I’d like to 
ask you why you chose them. I’ll write each one down as you give 
them to me. 
- Ok, now let me go through some more qu. About your description of your 
childhood with your mother. You say your relationship with her was 
_________ Can you think of a memory or an incident that would illustrate 
why you chose _________ to describe the relationship? 
- If general response given That‟s a good general description but I‟m 
wondering if there was a particular time that happened, that made you think 
of it as _______? 
- Ask for a second incident if vague to show a continuing interest. 
 
4) Repeat 3) for father 
 
5) Now I wonder, could you tell me, to which parent did you feel the 
closest to and why? 
 
6) When you were upset as a child what would you do? Let them interpret 
question . . . and probe to understand what the participant means. 
- When you upset emotionally when you were little what would do? Can 
you think of a specific time that happened? 
- Can you remember what would happen when you were hurt 
physically? Again, do any specific incidents come to mind? 
- Were you ever ill when you were little? Do you remember what would 
happen? 
- If not volunteered spontaneously I was just wondering do you remember 
being held by either of your parents at any of these times, when you were 




7) What is the first time you remember being separated from your 
parents? 
- How did you respond? Do you remember how your parents responded? 
- Are there any other separations that stand out in your mind? 
 
8) Did you ever feel rejected as a young child? Of course, looking back 
on it now you may realise it wasn’t really rejection but what I’m trying 
to ask about here is whether you remember ever having been rejected 
in childhood.  
- How old were you when you first felt this way and what did you do? 
- Why do you think your parents did those things, do you think they realised 
they were rejecting you? 
- If no examples are forthcoming Did you ever feel pushed away or ignored? 
 
9) Were your parents ever threatening with you in any way – maybe for 
discipline or even jokingly? 
- Some people have told us that their parents would threaten to leave them or 
send them away from home 
- Some people have memories of threats of some kind or behaviour that was 
abusive. Did anything like this happen to you or in your family? 
o How old were you at the time? Did it happen frequently? 
o Do you feel this experience affects you now as an adult? 
- Did you have any such experiences involving people outside the family? 
 
10) In general – how do you think your overall experiences with your 
parents have affected your adult personality? 
- Should pause to indicate expectation that the participant should be 
thoughtful regarding the question and is aware that answering may take 
some time 
- Are there any aspects to your early experiences that you feel were a set 
back in your development? 
- If named one or two setbacks – Any other aspects that you think might have 
held your development back, or had a negative effect on the way you turned 
out? 
- If no experiences considered causing a set back – Is there anything about 
your early experiences that might have held back your development? 
 
11) Why do you think your parents behaved as they did during your 
childhood? 
 
12) Were there any other adults with whom you were close, like parents, 
as a child? 
 
13) a. Did you experience the loss of a parent or other close loved one 
when you were a young child, e.g. a sibling or close family member? 
- Could you tell me about the circumstances, and how old you were at the 
time? 
- How did you respond at the time? 
- Was this death sudden or was it expected? 
- Can you recall your feelings at that time? 
- Have your feelings regarding this death changed much over this time? 
- If not volunteered Did you attend the funeral, and what was this like for you? 
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- What would you say the effect was on your (other parent) and on your 
household, and how did this change over the years? 
 
13)  b. Did you lose any other important persons during your childhood? 
- Same queries again 
 
14) c. Have you lost other close persons in adulthood? 
Same queries again 
 
14) Other than any difficult experiences you’ve already described have you 
had any other experiences which you should regard as potentially 
traumatic? 
- Let the participant free associate 
 
15) Now I’d like to ask you a few more questions about your relationship 
with your parents. Were there any changes in your relationships with 
your parents after childhood? I’m looking at changes roughly between 
your childhood and adulthood. We will look at the present in a moment.  
 
16) Now I‘d like to ask you what is your relationship with your parents now 
as an adult – your current relationship. 
- Do you have much contact? What would you say the relationship is currently 
like? Satisfaction or dissatisfaction? 
 
17)  We have been focusing quite a lot on childhood and growing up, is 
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Shapiro Wilk Test of distribution for the sample 
Scale K-S Test 
Statistic/ p 
value 






NOT normal Inventory of interpersonal difficulties (IIP 




Quality of life (QOL) – Physical 0.983/ 
0.503 
Normal IIP 32 – Vindictive/ self centred 0.866/ 
0.001 
NOT normal 
QOL – Psychological 0.958/ 
0.028 
Not normal IIP 32 Cold/ distant 0.918/ 
0.001 
NOT normal 
QOL – Social 0.973/ 
0.158 
Normal IIP 32 Socially Inhibited 0.944/ 
0.003 
NOT normal 
QOL – Environmental 0.975/ 
0.213 
Normal IIP 32 Non assertive 0.963/ 
0.035 
NOT normal 




Not normal IIP 32 Overly accommodating 0.969/ 
0.071 
Normal 
Regulation of emotions 




Normal IIP 32 Self sacrificing 0.948/ 
0.005 
NOT normal 
REQ –  Internal dysfunction 0.944/ 
0.190 
Normal IIP 32 Intrusive/ Needy 0.876/0.001 NOT normal 
REQ –  external function 0.962/ 
0.048 
NOT normal IIP 32 Total score 0.975/0.164 Normal 





Social support Questionnaire (F-
SZOU) – Social strain 
0.965/ 
0.076 
Normal ACS – general Reference to others 0.950/ 
0.042 
Not normal 
F-SZOU – Positive social support 0.967/ 
0.091 
Normal ACS – general Non productive coping 0.882/ 
0.001 
Not normal 
F-SZOU – Expectations of others 0.961/ 
0.049 
NOT normal ACS – specific Problem solving 0.971/ 
0.281 
Normal 
F-SZOU - Reciprocity 0.945/ 
0.008 
NOT normal ACS – specific Reference to others 0.967/ 
0.205 
Normal 
   ACS – specific Non productive coping 0.975/ 
0.401 
Normal 
 
